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ABSTRACT 
Primarily through a case study of the Petauke District this thesis examines the 
perceptions of local men and women as a basis for examining the significance of the 
social construction of masculinity for the transmission of HIV/AIDS in heterosexual 
marriages in rural Zambia. Further, it explores participants' perceptions regarding two 
possibly key dimensions to the transmission of HIV/AIDS in heterosexual marital 
relationships in rural Zambia. These are the interconnections between masculinity and 
gender based violence as a factor in the risk of infection, and male attitudes to the use 
or neglect of condoms as a measure of protection against the risk of HIV/AIDS 
transmission. 
This case study is set primarily in a postmodern social constructionist theoretical 
context. This provides a sensitive means of registering the variety of concepts, 
perceptions, interpersonal interactions and broader social conditions which feed into 
masculinity as a social construction. It also facilitates a fine-grained analysis of how 
notions of masculinity are both context-specific and shift across time. While largely 
focusing on the illustrative significance of stakeholders' accounts in Petauke District, 
the study also provides an account of wider socio-economic conditions and the spread 
of HIV/AIDS, as a backdrop, and a critique of salient features of current health 
promotion responses. 
The case study uses qualitative methods, involving the use of individual interviews and 
focus group discussions with a sample of thirty men and thirty women, respectively, 
who were previously or are currently married. A thematic approach is used to analyse 
the data collected in the field. 
The study findings reveal that study participants perceive Petauke district to be 
undergoing a process of social transformation and it is thus on a 'cultural crossroads'. 
This is as a result of the growing influence of the media, education, intermarriages and 
social mobility. This has given birth to new social values which all have an influence on 
the social construction of masculinity. Challenging traditional and contemporary 
hegemonic modes of masculinity is perceived as one of the main tools that should be 
used to address the association between the social construction of masculinity and the 
risk of HIV/AIDS transmission in heterosexual marital relationships. This includes 
addressing the intersection between domestic violence and the risk of HIV/AIDS 
infection and promoting the use of condoms against the risk of infection in marital 
relationships. 
The study concludes by drawing out the implications for health promotion policy and 
practice. It discusses the need for health promotion to work with male and female 
stakeholders, and undertake programmes that have as a key strategy the 
deconstruction of harmful beliefs and ideologies associated with masculinity, in order 
to address male HIV/AIDS risk taking behaviour in marital relationships in rural 
Zambian communities. 
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Study Outline 
This study focuses on what can be learnt about the social construction of masculinity 
and relates this to the risk of HIV/AIDS in marital relationships in rural Zambia, through 
analysing the perceptions of local men and women on this issue. 
The thesis contextualizes this study in the following ways. First, it examines the value 
of a social constructionist approach to exploring perceptions and experience of 
masculinity, and its relationship to the risk of HIV/AIDS transmission in marital 
relationships. In doing so it identifies domestic violence and men's use or neglect of 
condoms as two key issues, which it is important to explore. Secondly, it takes 
account of the wider social context and consequences of the HIV/AIDS epidemic on 
global, regional, national and local bases. In doing so it develops detailed discussion 
of the impact of HIV/AIDS on social capital and economic development and in turn the 
Impact of these factors on the spread of HIV/AIDS. Thirdly, it explicates Its focus on 
rural Zambia as reflecting a situation where patriarchal relationships are particularly 
entrenched and where the rate of HIV infection is increasing. 
Finally, in order to identify gaps and opportunities within current health promotion 
practice that can be utilized to enhance male involvement in efforts to stem the risk of 
HIV/AIDS infection in heterosexual marital relationships, a review of a variety of health 
promotion initiLltives carried out in the district is conducted. The study concludes with 
proposals for health promotion practice aimed at promoting male involvemert In 
HIV/AIDS prevention in marital relations in rural Zambia. 
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The study is presented in eight chapters. Chapter one serves as the introduction to 
this study. It outlines the aims, objectives, research questions and rationale, and 
provides a description of the research site and setting. In addition the significance of 
the study and the expected application of the findings are described. 
Chapter Two describes the theoretical conceptualisation and framework which 
underpin the development of this study. This chapter provides the theoretical 
background to the study, and the rationale for each of the research questions which 
inform the main objectives for the study. 
The chapter begins by describing the theoretical underpinnings which inform social 
constructionist theory and the notion of the social construction of masculinity and what 
it means to be a man. It highlights the degree to which masculine identity and 
experience develop within specific social contexts. It then identifies the importance of 
considering how notions of masculinity are reflected in relation to domestic violence 
and condom use and how these connect with the risk of HIV/AIDS transmission in 
marital relationships. 
Chapter Three analyses the wider social context and consequences of the H IV 'AIDS 
epidemic in Zambia. It starts by describing some of the concerns which have been 
assOCiated with the spread of the epidemic at the global level, then regional level and 
final Iv at national level in Zambia and in the context of rural communities in Zambia. In 
presenting a situational analysis of the impact of HIV in Zambia, it discusses both 
macro and micro level epidemiological and social features, which have characte' :r·,l 
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the spread of the epidemic and the impact this has had on different facets of human 
and social capital development in the country. It then focuses on the impact of 
HIV/AIDS in rural communities. 
Chapter Four examines the various theories that inform and account for male identities 
and their significance for analysing men's role in HIV/AIDS transmission in 
heterosexual relationships. It explores the different meanings ascribed to tt'e term 
masculinity and the assumptions that inform these meanings. In order to place this 
exploration within the context of the HIV risk prevention in health promotion discourse, 
the chapter begins by drawing attention to a historical account of calls for male 
involvement and participation in HIV prevention at the international and sub-Saharan 
regional level. It then relates how theoretically the social construction of masculinity 
interconnects with the risk of HIV/AIDS transmission in marital relationships. 
Chapter Five presents a review and discussion of existing HIV/AIDS risk prevention, 
health promotion efforts in stemming the risk of HIV/AIDS transmission in heterosexual 
marital relationships in rural Zambia. The review begins by describing some of the key 
HIV/AIDS risk prevention activities being carried out in the country and particularly in 
rural dreas. It considers the social marketing strategy for mass awareness of the risk 
of HIV and the commercial retailing of condoms at subsidised prices. At the rural 
community level, It discusses some of the community-based approaches being utilised 
to contain the spread of the epidemic, the extent to which men are involved in 
HIV/AIDS risk prevention efforts and the need to enhance men's participation. 
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Chapter Six describes the study's research process. It discusses the methodology and 
methods used for data collection, the choice of sample and the criteria used to select 
and recruit participants. It then reviews the ethical issues that informed the study. This 
is particularly relevant in conducting research on HIV, sexuality and domestic violence. 
It concludes with a discussion of the process of negotiating access and the practical 
experience of data collection during the fieldwork for the study. 
Chapter Seven presents the analysis of fieldwork data drawing on a thematic method 
of data analysis. The presentation of the findings begins with a demographic profile of 
the partiCipants in the study. Employing a qualitative approach, it identifies key themes 
emerging from the views and ideas of the participants. In an iterative way, emerging 
themes were cross-checked against data from both interviews with men and focus 
groups with women. Quotations from verbatim transcripts translated into English, are 
given to present the voices of the participants. 
The findings are presented in four sections in relation to the key themes that emerged 
from the study. The following are the specific contents of each of the four sections. 
I. Section One presents findings in relation to the participants' 
perceptions regarding the interaction between the wider social and 
economic context and the social construction of masculinity The 
findings presented in this section provide an understanding of how 
the different social factors in the environment are perceived to 
shape and influence the social construction of masculinity. 
II. Section Two presents the study findings regarding the study 
participants' perceptions of how some of the factors are considered 
to determine and influence male sexual behaviour in relation to the 
risk of HIV/AIDS infection. In view of the broad nature of factors 
associated with human sexuality, this presentation is focused on 
four aspects of male sexual behaviour, which the participants in the 
study sites considered to be central to male risk of HIV/AIDS 
infection. These aspects relate to the social construction of men's 
sexual behaviour, men's risk of infection through local sexual 
networks, men's risk of infection through having multiple sexual 
partners, and the influence of alcohol and migration on sexual 
behaviour. 
III. Section Three presents participants perceptions on the influence of 
the social environment regarding gender relations in marital 
relationships. It shows how different social factors discussed in 
Section One structure the power relations between men and 
women in marital relationships and how this impacts on sexual 
decision-making, which affects the risk of HIV/AIDS. 
IV. Section Four presents the findings in relation to the review of 
current health promotion practices in within the Petauke District. 
This section describes the types of activities that have been carried 
out in the communities and the participant's suggestions of how 
best health promotion activities can reach men in marital 
relationships. 
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V Section Five draws together key findings based on the key 
themes emerging from the participants' perspectives and experience 
relating to the to the research questions for this study. 
Chapter Eight discusses the findings of the study, and concludes by making proposals 
on how the key findings from the thesis suggest strategies that can be implemented in 
health promotion practice to enhance men's participation and involvement in stemming 
the risk of HIV/AIDS infection in marital relationships in rural Zambia. 
17 
Chapter One: 
Introduction 
IS 
1.0 Study background. 
Zambia is one of the countries in sub-Saharan Africa hardest hit by the HIV and AIDS 
epidemic. Currently the HIV/AIDS prevalence in the country is estimated at 16% in the 
overall population and at 20% in the population aged over 15 (MoH 1999, Fieldhouse 
2001, Garbus 2004, WHO 2004, UNAIDS 2004). It is almost thirty years since the first 
case was reported in the country, and the tragic severity of the epidemic has 
continued to destroy families and communities with its full impact being felt across the 
whole nation. At the family level HIV/AIDS is having a severe impact on thousands of 
children left orphaned through the deaths of parents and relatives. Writing on the plight 
of orphans in Zambia Haworth (1991), Nyirenda (1997), UNICEF (1998), Teasdale 
(1999), Mataka (2001) have noted that as well as experiencing the deep pain of 
watching their mothers, fathers, aunties and uncles die, many children orphaned by 
the epidemic are faced with the realities of the loss of their home base, reduced 
schooling opportunities and hence the long term prospects of a loss of livelihood. 
Like other sub-Saharan African countries, Zambia has made tremendous strides in 
efforts to contain the spread of the epidemic through health promotion interventions 
(Sulwe 2000, Zambia National HIV/AIDS/STD/TB Council 2000, Lucas 200.+ MoH 
20( 14). However, many risk reduction efforts focusing on individual behavioural change 
have faced difficulties with more complex causal factors because of the 
Interconnection of structural f()ctors and individual behaviour (Hart and Boulton 1995, 
Lassonde 1995, Webb 1997, Freudenthal 2001). For instance, sexual behaviour which 
is at tht' core of the t'f'ldemic is influenced by a host of factors. ranging from the daily 
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and pragmatic such as economic and social circumstances to the complex and 
abstract such as culture. 
Thus, the assumption that people are going to change their sexual behaviour on the 
basis of information alone, has been found to have its limitations because of the 
complexity of social factors that shape individual sexual activity. As a result, there are 
increasing calls to cast risk prevention strategies within a broader reproductive health 
agenda that takes into account the influence of the wider social economic context in 
which risky behaviour occurs (Hart and Boulton 1995, Lassonde 1995, Webb 1997, 
Freudenthal 2001). 
From this background, this study explores the perception of both local men and 
women on how aspects of the social environment influence what it means to be a man 
in Petauke district. I then relate how theoretically the social construction of masculinity 
interconnects with the risk of HIV/AIDS transmission in marital relationships. The focus 
on determining the influence of aspects of the social environment on the social 
construction of masculinity stems from the consideration that notions of masculinity in 
any society are likely to be influenced by other factors such as religious formation, 
political beliefs and values. Some of these factors may be in tension with each other 
and programmes and health promotion efforts need to be sensitive to this and indeed 
to the opportunities they may present for exposing contradictions in men's gendered 
assumptions. Therefore, versions of masculinity and what it means to be a man are 
socially, culturally and historically constructed (Kimmel 198-:-. Connel 1995, Edley and 
Wt~therell 1995). 
Recognising that masculinities are historically, socially and economically constructed, 
understanding the perceptions of local men and women of how aspects of the wider 
social and economic environment influences the social construction of masculinity will 
help health promotion practice in designing the appropriate interventions to mitigate 
the spread of infections. 
The focus on men in heterosexual marital relationships is against a background that in 
many sub-Saharan Africa countries, notions of masculinity define men as occupying 
an elevated status in gender relations (Obbo 1980, Ankrah 1993, Mbizvo and Basset 
1996, Heise 1998, Baylies and Bujra 2000). In Zambia, evidence is accumulating, 
which indicates that the imbalance of power between men and women in marital 
relationships has (as in many other societies) conferred on men the ability to influence 
and/or determine the reproductive health choices of women and their risk of HIV/AIDS 
infection (Macwan'gi 1993, Sulwe 2000). 
Furthermore, cross-cultural studies (De Keijzer 1995, Edley and Wetherell 1995, 
Sam path 1997, Connel 2000, Courtney 2000, Doyal 2000) show that contemporary 
gender roles have also contributed to compromising men's health. This is through 
encouraging men to equate a range of risky behaviours such as the use of violence, 
alcohol and the pursuit of multiple sexual partners and the general domination of 
women, with being manly; while simultaneously encouraging men to view health-
seeking behaviour as a sign of weakness (Hearn 1998). Yet, in spite of the pervasive 
11,lture of male dominance in all spheres of life: males have not been specifically 
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targeted in many health research and interventions programmes (Dover 1995, Greg et 
a11995, Ndubani 1998, Bergstrom 1999, Foreman 1999). 
In tracking the association between the social construction of masculinity and the 
transmission of HIV/AIDS in heterosexual marital relationships in rural Zambia, the 
study examines the significance of two specific dimensions to men's attitudes and 
behaviour in relation to HIV/AIDS. First, the study explores the interconnection 
between masculinity and gender-based violence and the risk of HIV/AIDS in manta I 
relationships. This is against the background that domestic violence including sexual 
coercion and rape within marriage is consistently becoming an increasing area of 
concern in HIV/AIDS literature worldwide (Heise 1998, IPPF 2000, Leye et al 2001). 
However, in Zambia, although incidences of domestic violence have been widely 
acknowledged in research, the problem of sexual coercion in marriage is rarely 
discussed and is not a recognizable offence. Even when this can arguably be 
recognized in law, it is extremely difficult for a woman to successfully charge her 
husband with rape or to gain the support of her family or community (Fleischman, 
2002). The generally uncooperative attitude of law enforcement officials and the 
judiciary and the lack of procedural protection for victims lead many such cases to be 
withdrawn. 
Secondly, the study explores the perception of both local men and women about 
issues surrounding what it means to be a man in the district and on how this affects 
men·s use and lack of use of condoms as a measure of protection against the risk of 
HIVAIDS transmission in heterosexual marriages. This is from a background that 
although condoms tlJVe been identified as a way of combating the spread of 
'l1 
HIV/AIDS, promoting their use amongst couples in stable relationships continues to 
pose a challenge (Jackson 2004). Some men continue to neglect the use of condoms 
because they consider their use as unmanly. Some men have been reluctant to use 
condoms because they reduce the pleasurable sexual experience as compared to 
having sex with out wearing one. 
In some societies both men and women may be restricted from using condoms 
because of religious beliefs. In Zambia for instance the Sexual Behavioural Study 
(Zambia) (CSQZ 2002) reports that members of the Roman Catholic Church are not 
allowed to use condoms as they believe that sex is meant for procreation. 
At another level, the same study (CSQZ 2002) found that some men believe that 
condoms are only for sex workers or casual partners. As a result men are more willing 
to use condoms with sex workers or with casual girlfriends as opposed to using them 
in marital relationships. For this reason it has been observed in Zambia that marriage 
is also the relationship with the least documented condom use of all. At the same time 
although women may want to use condoms this may be dependent on their partner's 
willingness (Macwan'gi 1993, Heise 1998, Jackson 2004,). Women may further be 
constrained to suggest condom use for fear their partners will suspect them of infidelity 
and perhaps react violently (Zambia National HIV/AIDS/STDITB Council 2000). 
Condom use in marriages is also often disregarded as the couple may desire to have 
children (Baker and Ricardo 2005). These difficulties are further compounded by the 
fact that female condoms are much less available than male ones, but even if women 
can access them, their consistent use may still depend on the man's consent (Jackson 
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2004). This study therefore explores the use of condoms as an important issue for 
programme design, development and implementation. By understanding the 
perceptions of men and women concerning issues surrounding the use and non-use of 
condoms in marital relationships, this can help to develop interventions that will aim to 
promote their use in this context. 
This study is focused on rural communities in Zambia. This is because many such 
communities are particularly conservative societies, which have entrenched belief 
systems, and more pronounced patriarchal social relationships. These relationships 
are characterized by unequal power relationships between men and women 
(Macwan'gi 1993, Dover 1995, Ndubani 1998, Baylies and Bujra 2000, Sulwe 2000). 
These same unequal gender relationships have been known to fuel the spread of the 
HIV/AIDS epidemic. 
Further, although HIV prevalence is generally more than twice as high in urban areas 
compared to rural areas (23 percent and 11 percent respectively), rural areas are 
beginning to provide evidence for the rapid spread of the epidemic. For example, 
recent Demographic Health Survey for Luapula and Northern Province (located 
approximately 1000 kilometers from Lusaka) has one of the highest prevalence rates 
in the country, indicating an increase of 10 to 13 percent among women and 6-9 
percent among men (CSOZ 2003). 
The concern for the spread of the epidemic is further aggravated by the Wide spread 
poverty experienced in mo~t rural communities in Zambia. Many of these communities 
are faced with high levels of poverty, which exacerbates the impact of the epidemic on 
peasant farming families. Many rural communities sustain their livelihood by growing 
crops both for their own consumption and to sell locally. Arguably, the high levels of 
poverty have been observed to worsen the spread of the epidemic in rural 
communities (Kurschner 2001, Kelly 2005). This is because, the combination of a high 
HIV/AIDS prevalence and extreme poverty foster a number of contextual, 
environmental and social factors, which are almost entirely outside these individuals' 
control. The poverty and social depression affecting rural communities has a profound 
and negative impact on the quality of life of most people living in these communities 
(Kelly 2004). Thus, the presence of HIV/AIDS in families threatened by this additional 
burden makes life even more difficult, in particular for children. 
In the meantime, Cohen (1999) has identified a synergistic relationship between 
poverty and HIV/AIDS. He observes that HIV can bring poverty and can increase the 
spread of HIV/AIDS. This is because poverty and AIDS are closely related both in 
terms of their causes and effects (Cohen 1999). The early death of one or both 
parents in the family has often contributed to pushing the remaining members of the 
family into further poverty. In addition, the income situation for the remaining members 
of the family may become insecure or significantly constrained if the breadwinner 
suffers sickness and requires care. 
Kelly (2004) has further observed that the poor may also be faced with increased 
vulnerability because their immune system may be depressed even prior to HIV 
infection, because of poor health and/or nutritional status. Many are faced \VIPl an 
Inability to meet the costs involved in accessing health services. In the context of 
HIV/AIDS, there IS also the problem of a greater likelihood of untrc, :t!-·d sexual!" 
transmitted infections (STls) amongst the poor. This is because the poor may not have 
access or resources to obtain effective treatment for an STI. Furthermore, the 
presence of a STI is known to enhance the risk of HIV infection. 
For this reason, Petauke district has been selected as a site for this study as it 
exemplifies in key respects the social situation in most rural communities in Zambia. 
This decision was additionally taken on account of a situational analysis conducted by 
the Planned Parenthood Association of Zambia which found that many people in the 
surrounding communities in Petauke district saw HIV/AIDS as their priority sexual and 
reproductive health concern (PPAZ 2002). Women were particularly concerned about 
their husband's sexual behaviour, which exposed families to the risk of HIV infection. 
They highlighted the need for men's participation in efforts to address the HIV situation 
within the communities (Gordon 2000b). 
Against this background and in conjunction with a review of the relevant literature, this 
study provides insights into the complex challenges facing the promotion of male 
HIV/AIDS safe sexual behaviour in marital relationships. The study concludes by 
presenting proposals grounded in the need to engage with the social construction of 
masculinity to inform health promotion practice in Zambian rural communities. In these 
proposals I argue in this thesis that while HIV/AIDS is primarily a sexually transmitted 
infection, health promotion efforts aiming at influencing positive behavioural change 
particularly among men will remain ineffective unless such efforts move beyond 
individual behaviour change to address the underlying factors driving the epidemic. In 
this same vein. I furttler argue that it is in fact in men's interests to challenge the 
current imbalance in the gender order, for the sake of their own health and their 
family's health. 
1.1 Aims 
In this study, I aim to examine the perceptions of both local men and women about the 
ways in which aspects of the social environment in Petauke District in Zambia have 
influenced the notions of masculinity, and their perception about the interconnection 
between masculinity and the risk of HIV/AIDS in marital relationships. 
Using Petauke District as a case study, I further explore the participants' perceptions 
about the interconnections between masculinity and gender based violence as a factor 
to the risk of infection. The study in addition examines how dominant ideologies of 
masculinity have shaped both men and women's perspectives about masculinity and 
the way in which this relates to the use and lack of use of condoms as a measure of 
protection against the risk of HIV/AIDS transmission in heterosexual marriages. 
Finally drawing on these findings I review the existing HIV/AIDS prevention strategies 
III Petauke District. This review is carried out with a view to identifying gaps and 
opportunities which can be utilized to form the basis upon which health promotion 
strategies can be developed to incorporate programmes that promote male 
involvement in HIV/AIDS risk prevention in marital relationships. 
1.2 Objectives 
The objectives of this study are: 
• To examine and elucidate the perceptions of both local men and women on 
how aspects of the social environment affect and shape notions of masculinity 
and how this relates to the risk of HIV/AIDS transmission in marital relationships 
in Zambian rural communities. 
• To examine and describe the perceptions of both local men and women about 
the interconnection between masculinity and domestic violence and how this 
might result in the risk of HIV/AIDS transmission in marital relationships. 
• To explore and elucidate the perception of both local men and women on how 
the dominant ideologies have shaped their perspectives about masculinity and 
the way in which this relates to their perspectives about the use and lack of use 
of condoms in marital relationships. 
• Based on these findings, to describe ways in which men's active participation 
and involvement in community-based HIV/AIDS prevention strategies can be 
improved. 
1.3 Research questions 
The main research questions in the context of the Petauke District in Zambia 
are: 
1. What are the stakeholder perceptions of the ways in which aspects of the social 
environment influence notions of masculinity and how these impact on men's 
risk of infection and HIV/AIDS transmission in heterosexual marital relationships 
in rural Zambia? 
2. What are the perceptions of local men and women on the interconnections 
between notions of masculinity and gender based violence as a risk factor in 
HIV/AIDS transmission in heterosexual marital relationships in rural Zambia? 
3. What are local men and women's perceptions in rural Zambia of the social and 
individual behavioural factors which influence men's decisions on whether or 
not to use condoms as a measure of protection against the risk of HIV/AIDS 
transmission in heterosexual marital relationships? 
4. How can current HIV/AIDS risk prevention strategies be revised and developed 
to enhance men's participation and involvement in reducing the risk of HIV 
transmission in heterosexual marital relationships in rural Zambia? 
1.4 Rationale 
1.4.0 Why focus on heterosexual men and HIV/AIDS? 
This study is focused on men in heterosexual marital relationships. This is premised 
on the evidence that more than 80% of HIV infections in Zambia are attributed to 
heterosexual infections (Fieldhouse 2001; MoH 1999; Garbus 2004; UNAIDS 2004). 
Evidence suggests that many men do not put themselves or their partners 3t risk 
through their sexual practices and behaviour, however without men; HIV would have 
little opportunity to spread. Indeed, studies claim that heterosexual intercourse 
contributes to 80% of HIV/AIDS infections, underpinning the importance of beliefs 
about masculinity. For this reason understanding the perspectives of both men and 
women on how they consider the social environment to influence male HIV/AIDS 
sexual risk-taking behaviour and practices is of fundamental importance to health 
promotion efforts aimed at stemming the spread of the epidemic. 
The focus on the heterosexual mode of transmission is not to ignore, however, the 
equally concerning dimension of HIV/AIDS transmission through same sex 
relationships between men. Although it is not the focus of this thesis, men in Zambia 
have also been associated with the spread of the HIV/AIDS epidemic through same 
sex relationships (UNAIDS 2004). As is the case in many countries across the world, 
some men are known to have sex with other men (Rivers and Aggleton 1998, Carovan 
1998, Aggleton 2000). Some do so because they prefer men sexually. Most men who 
have sex with men also have sex with women. Nevertheless, evidence on the extent 
to which same sex relationships have contributed to the spread of the epidemic is 
unavailable because of the taboo nature of this subject in Zambia. Same sex 
relationships in the form of sexual abuse have been publicly acknowledged in places 
like prisons. However, the prevalence of mutually consenting homosexual 
relationships in the wider population remains a relatively hidden topic (UNAIDS 2004). 
The focus on heterosexual relationships is further coupled with evidence that 
ordinarily; notions of masculinity ensure that men occupy an elevated status in gender 
relations (Dover 1995, Ndubanl 1998, Foreman 1998, Bergstrom 1999: Panos 2000). 
The hierarchical n,lture of mantal relationships has, in manv societies, meant that men 
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have the power and influence to determine the reproductive health choices of women. 
In the face of this inequality, women may have little or no control over sexual decisions 
in marital relationships. Furthermore, for economic and cultural reasons men tend to 
have the dominant position in decision-making regarding sexual relationships 
(Macwan'gi 1993, Foreman 1999, Baylies and Bujra 2000, Sulwe 2000). In Zambia, 
this has led to the conclusion that most heterosexual transmission has occurred within 
the context of unequal gender relations. 
Concern over men's role in the risk of HIV/AIDS transmission through heterosexual 
relationships is not unique to Zambia. Since the outbreak of the epidemic in the late 
1980's, men's role in HIV/AIDS transmission and risk prevention efforts remain a 
growing concern for policy and programme interventions at both the international and 
sub-Saharan African regional level. The International Conference on Population and 
Development held in Cairo in 1995 which brought together delegates from 180 
countries across the globe, and the Fourth Women's Conference held in Beijing in 
China in 1996 were major catalysts in raising interest in involving men in reproductive 
health issues and HIV/AIDS risk prevention (United Nations, Beijing 1995; United 
Nations ICPD, Cairo 1995). Subsequently, cross-cultural studies in different social 
settings as disparate as Latin America, Europe and indeed within sub-Saharan Africa 
show that men stand an enhanced risk of infection because they tend to have more 
sexual partners than heterosexual women (Leopold 1977; De Keijzer 1995; Wegner et 
al 1998, AVSC 1998; Population Reports 1999, Rivers and Aggleton 1999, Aggleton 
2000; FHI 2001). In addition, drug use involving injecting. and failure to emplo:, safer 
sex measures such as the use of condoms have been identified as exposing men to 
the fisk of infection (Carovan 1998, Rivers and Aggleton 1999, Aggleton 2000). 
JI 
In sub-Saharan Africa, a region badly affected by the epidemic, social researchers and 
commentators Obbo (1980), Ankrah (1993), Cornwall (1997), Aggleton (2000), Rivers 
and Aggleton (1999), Baylies and Bujra (2000) have called for the equal attention of 
both men and women for HIV/AIDS risk prevention efforts to succeed. The need to 
focus on men is based on three concerns. Firstly, although it is known that 90°;' of HIV 
infections in sub-Saharan Africa have been spread through sex between men and 
women (Fieldhouse 2001, UNAIDS 2003), men still remain a remarkably under 
represented sub-population group in HIV risk prevention efforts (Ankrah 1993, Rivers 
and Aggleton 1999, Aggleton 2000). Furthermore, evidence and lessons learnt from a 
number of both regional and international studies in addressing sexual violence and 
HIV indicate that men are also frequently the decision-makers about whether and 
under what conditions women and girls have sex (Heise 1998, Baker 1999, Jewkes 
2002b). It is usually men who decide on the number of and variety of sexual 
relationships (Foreman 1998, PANOS 2001, UNAIDS 2003). Men also tend to make 
decisions on the frequency of sexual activity and it is often men who decide about the 
use a condom or other means of protection against the risk of infection (IPPF 1998b, 
FHI 1998, UNAIDS 2003). 
Secondly, there is an international consensus that little will change for many women in 
many sub-Saharan African countries unless men change as well (Ankrah 1993, 
Cornwall 1997, Lamptey 2002, Shelton 2004). For many women, the lack of power to 
control their sexual and reproductive lives makes them vulnerable to the risk of 
infection. This is because, for cultural and economic reasons, men are often in a 
stronger position in their relationships with women to decide when and where to have 
sex, as well as whether or not to use condoms (Heise 1998, Caldwell 2000). 
It has also been observed that while women have been the targets of many AIDS 
prevention interventions the reality is that it is difficult for many women to take effective 
control of a sexual encounter with their husbands or intimate partners. Research 
indicates that many women continue to experience difficulties in insisting on protection 
measures within marriages because of their economic dependence on men (Baylies 
and Bujra 2000, Caldwell 2000). For example, the emphasis on the ABC model (A for 
Abstinence, B for Be faithful, and C for use a Condom) as a strategy in health 
promotion for HIV prevention has raised considerable debate on its effectiveness in 
marital relationships (Lamptey 2002, Shelton 2004). This model has been found to be 
difficult and inappropriate in many countries where women know little, if anything, 
about HIV and are afraid to ask their husbands or intimate partners to use a condom. 
It has further been argued that the ABC model has little relevance to many girls and 
women; they maybe coerced into early sex, be raped, or resort to transactional sex as 
the only means to survive, to pay school fees, or to gain material benefits, status and 
security (Jackson 2004) 
Thirdly, despite an acknowledgement that the involvement of men is critical to inhibit 
the spread of the epidemic, men remain an under-represented population group in HIV 
risk prevention efforts. Historically, most programmes providing reproductive health 
services in many developing countries focused attention on family planning and 
offered their services exclusively to women (F H I 2001, ~"bizvo and Basset 1996, 
Population Report 1999). Most inter\ entions viewed women as their targe group and 
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paid little attention to the role that men might have with respect to reproductive health 
decisions. The reason for this focus on women was because of the real threat that 
excessive childbearing posed to women's health. A further justification was based on 
the strong link and synergy between family planning and women's improved health 
status and the quality of child and family welfare (Meredith 1998). Although these 
reasons do justify an emphasis on engaging with women in family planning programs, 
in practice this has resulted in men being effectively excluded from many programs 
either deliberately or by default (Meredith 1998). 
Furthermore, while efforts have been made to interest men in utilizing such services, it 
has been shown that men may feel out of place and unwelcome at reproductive health 
centers and clinics often used by women (FHI 2001). So, while this institutional 
framework still remains a key outlet for the provision of HIV risk prevention efforts in 
many developing countries, this shortcoming contributes to a situation where many 
men have unmet sexual and reproductive health needs despite being widely 
acknowledged to play a critical role in the spread of the epidemic (Carovan 1998, 
Foreman 1998, Rivers and Aggleton 1999, Panos 2001). 
The lack of a consistent and strategic approach to involving men in HIV risk prevention 
and reproductive health promotion in Zambia as in many sub-Saharan African 
countries has therefore resulted in a lack of information about men's ideas on 
reproductive health and in the neglect of appropriate programmes for male 
involvement and participation in reproductive health matters C·leredlttl 1998, 
Population Reports 1999). For these reasons involving men has become one of the 
major challenges for program interventions. Programs have thus been urged to focus 
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on both men and women with equal attention in order to prevent the spread of the 
disease (Ankrah 1993, Cornwall 1997, Baylies and Bujra 2000). 
1.4.1 Why a focus on HIV/AIDS in marital relationships? 
My focus in this thesis on HIV/AIDS in marital relationships, is in the context of a 
situation in Zambia where patriarchal social relationships legitimize men's power in 
sexual decision-making, coupled with social norms that inhibit women from talking 
about sex, make marital relationships a potentially high risk arena for HIV/AIDS 
infection (Macwan'gi 1993, Wallman 1998, Ndubani 1998, Baylies and Bujra 2000, 
Gordon 2000a). These inequalities are further sustained through traditional practices 
where girls learn from an early age to submit to the wishes of their husbands; and 
initiation rites amongst females often reinforce this submission (Fleischman 2002) 
Furthermore, although in many Zambian traditions, mutual monogamy in marital 
relationships is a social ideal, married men may still engage in risky sexual practices 
such as having multiple sexual partners and not using condoms to protect them from 
the risk of infection (CSQZ 2003, Ndubani 1998). Thus men in marital relationships are 
more likely to transmit HIV/AIDS to women in marital relationships through 
unprotected acts of sexual intercourse than vice versa. Women's risk of infection is 
further exacerbated because women are physiologically more vulnerable to the;irus 
In an unprotected sexual encounter compared to men (Fieldhouse 2001, UNAIDS 
2004 ). 
In many sub-Saharan African countries, research has further shown that because of 
women's economic dependence on men and fear of violence and destitution, many 
women endure unprotected sex and abusive relationships to maintain their marriages 
(Baylies 1995, Heise 1998, Jewkes 2002a, Lamptey 2002, Shelton 2004). For 
instance in Rwanda, where a study was conducted on the risk of infection in marital 
relationships, it was found that 40% of the women infected with HIV were infected by 
their marital partners while the women were monogamous (UNAIDS 2000c). The 
UNAIDS Epidemic Update for 2004 (UNAIDS 2004) further reports that in sub-
Saharan Africa one of the main HIV risk factors for a woman is the fact she is faithful 
to a husband who has (or had) another sexual partner(s). Among sexually active 
young women aged 15-19 years in the cities of Kisumu (Kenya) and Ndola (Zambia) a 
multi-centred study reported that HIV-infection levels were 10% higher for young 
women who were married, compared to those who were sexually active but unmarried 
(Glynn 2002). Furthermore, data on Kenya and Zambia reveal that the rate of HIV 
Infections in husbands was higher than in the boyfriends of sexually active single 
teenage women (UNAIDS 2003). In rural Uganda, among HIV-infected women aged 
15-19 years, 88% were married (Kelly et al 2004). This is because young women, 
particularly teenagers, often marry men significantly older than them, and these men 
are more likely to have had other partners and therefore more likely to have been 
exposed to HIV. 
Alongside this important issue, is a further reason to focus on exploring the behaviour 
of men In marital relationships in relation to the transmission of HIV/AIDS. This is 
becCluse of the difficulties that the presence of HIV/AIDS brings In a marital 
relationship. Schoepf (1995), Baylies (1995), and UNAIDS (2003) and have observed 
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that an HIV/AIDS infection in a marital relationship has multiple implications for the 
entire family by affecting their standard and quality of life. Firstly, in the event of an 
infected wife getting pregnant, there is a risk that a pregnant mother can pass on the 
infection to the newly born child through mother to child transmission. (UNAIDS 
2000b). In Zambia, it is estimated that about 30-40% of infants bam to women infected 
with HIV become infected, with around 21 children becoming infected every year pre-
partum or post-partum (Bond, Ndubani et al 1999). Secondly, amongst those most 
affected by the disease are children orphaned or otherwise burdened by Its 
devastating consequences. Nyirenda (1997), UNICEF (1998), have observed that 
normal life for many children is often disrupted and dramatically changed. Children 
suffer the pain of seeing one or both parents getting repeatedly ill, often with acute 
bouts of illness and subsequently dying from infection. Thirdly, as well as experiencing 
the trauma of watching their mothers, fathers, aunts and uncles die, many children 
orphaned by the epidemic are faced with the realities of reduced household security 
As one or both parents are taken ill and eventually die from HIV/AIDS children are 
faced with reduced educational opportunities and hence long-term economic 
disadvantage in a loss of livelihood. 
Children living in households with reduced income are more likely to suffer 
malnutrition, and be compelled to work in order to survive. Some are forced from their 
homes dUt' to stigma and discrimination directed at households affected by HIV/AIDS 
or find themselves at the risk of being sexually abused and consequentlv being 
infected Wlttl the virus that causes AIDS (Schoepf 1995, WHO 1995, UNAIDS ~OOOa). 
A recent Human Rights report documents widespread sexual abuse against girls 
particularly amongst those orphaned by AIDS, living in the streets or in extreme 
poverty (Fleischman 2002). 
As primary caretakers of the family HIV/AIDS affects women disproportionately as 
they are likely to carry the larger share of the burden and to be more extensively 
affected (Jackson 2004). This is because, in addition to the burden of their own illness. 
they are expected to provide the first level of healthcare as well as moral suppor: to 
other family members in times of illness (Jackson 2002). These demands are made 
even more difficult for women in rural communities, for whom custom dictates other 
responsibilities such as fetching water. collecting firewood and attending to the other 
domestic needs of her family. 
1.4.2 Why focus on the social construction of masculinity? 
This study focuses on examining both men and women's perceptions of how notions 
of masculinity are shaped through interpersonal interaction and communication, and 
how this intersects with the risk of HIV/AIDS transmission in marital relationships. This 
is from a background that notions of masculinity, which enhance risk taking. are 
socially constructed (De Keijzer 1995, Edley and Wetherell 1995, Sam path 1997, 
Connel 2000, Courtney 2000, Doyal 2000). Underlying this theoretical framework is 
the recognition that individuals, whether male or female. go through a specific process 
of socialisation With subsequent integration into the wider society in relation to their 
gender identity and behaviour (De Keljzer 1995, Sampath 1 ~'.~, -:-- Shepard 1998, Baker 
1999. Connel 2000). This Illlplies that masculinlt:, is a social phenomenon constructed 
within a particular setting and social context. Notions of masculinity will therefore differ 
according to the social and cultural background in which they are defined. This 
diversity concerning notions of male identity has given rise to different forms of 
expressions concerning masculinity, which Connel (2000) describes as the context-
bound social construction of masculinity i.e. that the concept of men's masculinity will 
differ depending on the social cultural and economic environment In which the notions 
of masculinity are constructed and/or expressed. For this reason, it is more accurate to 
speak of a context-specific cultural construction of masculinity rather than assuming 
that the social construction of masculinity takes a universal monolithic form (Kimmel 
1987, Connel 2000). From this definition, it also follows that different sub-groups within 
anyone culture may define masculinity and indeed femininity differently according to 
sub-cultural definitions (Lindsley 1997, Brittan 2001). 
In order to fully understand the context-bound social construction of masculinity 
(Connel 2000) and the manner in which this is associated with HIV risky sexual 
behaviour it is important to understand the social systems and networks which 
characterize social interaction. This would include factors such as education, 
economic status, and the influence of cultural beliefs, practices and the social context 
(Aggleton 2000, UNAIOS 2000c). These factors are known to powerfully influence 
sexual risk taking and which can also enhance vulnerability to the risk of HIV infection. 
For example, the relative powerlessness of women to protect themselves derives not 
only from differences in the material resources of individual men and women but also 
from differences in the social pOSitions of men and women which are institutionalised 
by society (Ankrah 1993: t\1bizvo and Basset 1996, Heise 1998: Baylies anc BUJra 
:.'000). 
In Zambia for example, notions of masculinity assign men an elevated status in gender 
relations. This has meant that men have the power to influence and 'or determine the 
reproductive health choices of women (Jackson 2004). These notions of masculinity 
are also known to compromise men's health by encouraging men to equate a range of 
risky behaviours such as the use of violence, alcohol, the pursuit of multiple sexual 
partners and the abuse of women while simultaneously encouraging men to view 
health seeking behaviour as a sign of weakness (Dover 1995; Bergstrom 1999, Greg 
et al 2000). Therefore, although the determinants that influence individual sexual 
activity are subtle and complex, it is reasonable to expect that aspects of the social 
environment may have an important influence and affect the frequency of risky sexual 
behaviour (Freudenthal 2001, Webb, 1997). It can thus be argued that while HIV/AIDS 
is primarily a sexually transmitted infection, a proper understanding of the underlying 
factors driving the epidemic is not possible without understanding the social 
construction of notions of masculinity which shape sexual behaviour. 
Against this background, an examination of how men's masculinity and sexual 
behaviour are socially constructed becomes necessary for a proper understanding of 
the spread of the HII/AIDS epidemic. 
1.4.3 Why focus on domestic violence and the risk of HIV/AIDS? 
This study focuses on exploring the interconnection between domestic violence and 
the risk of HIV/AIDS in marital relationships. This is because there is increase:~ 
evidence that there is a connection between these factors. The IPPF (2000) describe 
sexual violence as including acts of forcing another individual through violence. 
threats, deception, cultural expectation, or taking advantage of economic 
circumstances to engage in sexual behaviour against his or her will. In marital 
relationships, sexual violence can be defined as any intercourse or penetration 
(vaginal, anal or oral) obtained by force when the wife is unwilling to consent. More 
specifically, domestic violence perpetrated through rape and sexual coercion, inflicted 
by men, has become an increaSing area of concern within HIV/AIDS literature 
worldwide. 
It has also been reported that for many women, the risk of HIV/AIDS may be 
occasioned through fear of actual violence arising from trying to persuade their 
husbands to desist from extra marital affairs or in attempts to encourage their partners 
to use condoms to reduce the risk of HIV infection (Heise 1998, Bujra 2000). Studies 
further indicate that female victims of domestic violence are less likely to negotiate 
safe sexual relationships or family planning. Similarly, men who have been violent at 
some point in their lives are less likely to be involved in positive ways in reproductive 
health matters (Wood and Jewkes, 1987) Furthermore, violence and coercive 
practices limit an individual's capacity for autonomous action and self protection 
against unwanted sexual intercourse, pregnancy and HIV/STD (Wood and Jewkes, 
1987). 
In South Africa, Jewkes (2002a) found thJt women With violent and controlling male 
partners wprl' at an increased risk of HIV infection. The study further observed that 
there W;lS a strong possibllltv th,lt men who were Violent and abusive towards 'Nomen 
were more lilt:ely to be infected with HIV because of other aspects of their behaviour 
such as having multiple sexual partners. In addition to exposing a person to the risk of 
HIV/AIDS infection, domestic violence has a profound impact on the physical and 
mental health of those who experience it. As well as inflicting physical injuries, 
domestic violence is associated with an increased risk of a range of mental health 
problems. It was also observed that domestic violence is an important cause of 
mortality from injuries and suicide. The issue of the connection between domestic 
violence and risk of HIV/AIDS infection is an area of growing global debate. However, 
this interconnection with the risk of HIV/AIDS infection within the context of rural areas 
of Zambia remains limited in recognition. 
Against this background, the rationale for exploring the interconnection between 
domestic violence and the risk of HIV/AIDS in marital relationships is that many 
marriages in Zambia, regardless of their cultural environment, experience the problem 
of domestic violence (PPAZ 2002). In Zambia, as in most other cultures, men often 
perpetrate domestic violence, with women and children being the most common 
victims. While domestic violence may be widespread, many traditions and cultures in 
Z;lmbia differ with the extent to which it is possible to openly discuss the problem of 
domestic violence within a home. Some of the victims in marital relationships are 
expected to simply accept that domestic violence is 'a way of life' or at least not to 
discuss it. Many victims do not talk about it for the protection of their family honour 
(Grt't'll 1999). In Zambia, as in many other countries, sexual coercion in marriage is 
not a rPl:()gnizable offence. Even where the law might be brought into play. it is 
extremely difficult for a woman to successfully charge her husband with rape or to gain 
tile support of her family or cornmUrll1\ 
Through analysing the perceptions of local men and women I intend in this study, to 
provide an insight into the issues involved in the interconnection between domestic 
violence and the risk of HIV/AIDS, in the hope of providing a better understanding. 
This in turn will assist with the development of the necessary interventions. 
Furthermore, the community-based contextual analysis it provides might increase the 
effectiveness of interventions targeted at preventing HIV/AIDS infections associated 
with domestic violence. 
1.4.4 Why focus on men and condom use in marital relationships? 
Although the consistent and correct use of condoms has been widely adopted among 
various sexually active population groups, marriage is the relationship with the least 
documented use of all (Population Reports 1999). It is in this light that I will explore in 
this thesis male and female participants' perceptions of how dominant ideologies of 
masculinity are reflected in married men's use of condoms as a measure of protection 
against the risk of HIV/AIDS. Health promotion worldwide has promoted what has 
become known as the 'ABC' of HIV/AIDS prevention. (A for Abstinence, B for Be 
faithful, and C for use a Condom).This is because abstinence from sexual intercourse 
or maintaining a mutually monogamous relationship between partners known to be 
unmfected is the surest way to avoid transmission of HIV and other STls. Outside of 
those conditions, Condoms have been an important and successful intervention in 
many places, particul,lrl,) when targeted at commercial and other casual sexual 
encounters. While no bLlrrier method is 100% effective. correct and consistent use of 
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latex condoms can significantly reduce the risk of transmission of H IV and some other 
STls (IPPF, 1998, UNAIDS 2000a, WHO 2001). 
In Zambia as in other countries, condom use has increased significantly amongst most 
of the sexually active population groups but their use is much lower within marital 
relationships (Population Reports 1999). This is because marital relations are 
commonly centred on mutual trust and intimacy, and the proposal to use a condom 
may appear offensive and threaten the quality of the relationship (Parker 2000). Such 
a request to use condoms in a marital relationship can be interpreted as evidence that 
a partner has acquired an infection or is unfaithful or that he or she thinks that the 
partner is involved in another sexual relationship. Some people do not use condoms 
because they know little about them; others dislike them; cannot afford them and/or 
cannot obtain them easily (UNAIDS 2000a, WHO 2001). Others believe, wrongly, that 
they face little or no risk of infection. The desire to have children would also prevent 
consistent condom use within long-term relationships (Jackson 2004). Since condoms 
prevent conception as well as HIV infection they are strongly associated with 
uncommitted relationships. It is notable in this context that commercial sex workers 
are often more able to insist on condom usage with clients where an emotional 
relationship is not involved, and the financial relationship is explicit (Worth 1998). 
1.4.5 Why focus on rural communities? 
This study focuses on HIV/AIDS in miJrital relationships in rural communities in 
Zambia for a number of reasons. Since the first diagnosed case of AIDS in Zambia in 
1984, HIV/AIDS has become increasingly widespread with an estimated adult HIV 
prevalence of 14% in rural areas of which 28% of those infected are bet"'/een 15-49 
years of age. Although the epidemic is showing signs of stabilization in urban areas, 
the rates continue to rise in some rural areas (Zambia National HIV/AIDS/STDITB 
Council 2000). There is concern for the increased spread of HIV in rural communities. 
as these tend to be particularly conservative societies, having entrenched belief 
systems and more pronounced patriarchal social relationships. Interestingly, relatively 
high levels of poverty also characterize these types of societies. These factors 
Increase the risk of HIV/AIDS transmission in marital relationships and exacerbate its 
consequences. This leads to poor health, which in turn makes a person more 
vulnerable to the infection. Poor health can also shorten the incubation period of the 
virus due to a weakened immunity system, causing symptoms to appear sooner. This 
situation is especially severe for the rural poor who have the least access to medical 
care. 
The presence of HIV/AIDS has compounded the already difficult circumstances and 
situations that rural families are faced with. Families affected by the epidemic have 
experienced loss of adult labour, as adults fall sick and die resulting in a decline in 
productivity, loss of assets and income. This has, in turn, increased household 
expenditure to meet medical and funeral expenses. It has further seen a rise in the 
number of dependents relying on a smaller number of productive family members. 
Rural communities affected by high HIV/AIDS mortality rates have further responded 
Wlttl changes in land ownership and utilization. This has also been associated with 
changes In food and cash cropping pattems, reduced food storage and sale" 
livestock holdings. Diminished adult and child nutrition has also resulted. Adaptation 
strategies have included female members of the family being forced to marry at a 
young age and in some instances, fosterage. Female-headed households tend to be 
the most vulnerable (UNAIDS, UNICEF, USAID 2004). Orphans are sometimes cared 
for by grandparents, uncles or aunts or even their own siblings. Children without 
mothers are more likely to suffer morbidity and mortality because of the absence of 
mothers who are traditionally caregivers. Children are left emotionally and physically 
vulnerable by the death of their parents. They may attend to dying parents and witness 
both parents die. Children will provide care for ill adults and provide considerable 
assistance in subsistence agriculture and income generation. Adults sometimes see 
their children die and assume care of their grandchildren (Haworth 1991, Nyirenda 
1997, UNICEF 1998). 
In summary, high poverty levels, low literacy, malnutrition, lack of ability to mitigate 
preventable infections and lack of access to healthcare all increase the spread of the 
epidemic (Panos, 2000). Other barriers include the physical distance between patient 
and health centers and the fact that patients must pay for drugs. These factors cut 
dramatically access to life-saving treatments for individuals who live in poor rural 
areas. Most populations in rural communities are peasant farmers and their income is 
dependent on seasonal harvests, determined by good weather pattern. In recent 
times, farmers burdened by the poor results of a harvest after drought have struggled 
to provide food, even for their own families. 
At a hp:llth promotion level, the lack of media channels such as radio, television and 
newspapers in many rural communities of Zambia makes it difficult for the poor to 
access information. Thus the poor are less able to equip themselves Nlth the 
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knowledge to prevent the risk of infection. Overall, the poor economic circumstances 
make it difficult for many people within rural districts to respond to the challenges 
associated with HIV infection in the family or their communities generally, making life 
in these rural communities dehumanizing. 
1.5 Literature Review 
Information for the literature review for this study was obtained using Medline, internet 
based AIDS databases, global AIDS libraries and the United Nations Development 
Program (UNAIDS) website and its publications. Other sources included authored 
books; and internet search of electronically-based databases using subject area 
keywords, journals and newspapers. 
The literature review of health promotion activities and practices in Zambia involved a 
review of policy documents, research reports, minutes of meetings and program 
coverage reports. Other documents reviewed included internationally authored peer 
reviewed books and journal articles related to the various topic covered in this thesis. 
In addition to published materials drawn upon for this case study, supplementary 
information around the research topic was obtained through interviews and 
conversations with key reproductive health, family planning and HIV/AIDS experts at 
various levels of policy development. Project management, NGO leadership, clinic 
staff, government health specialists and medical personnel also served as key sources 
of background information for the study. 
1.6 Methodology and Methods. 
In conjunction with a review of the relevant literature, this study utilized a qualitative 
approach to collect and analyze data from the field. Data collection comprised the use 
of semi-structured interviews with 30 married men and two focus group discussions 
with 30 currently married or previously married women. 
All in-depth interviews and focus group discussions were conducted in Nsenga, a local 
language spoken in Petauke District, recorded on audiocassette and subsequently 
translated into English for analysis. 
1.7 Data Analysis 
The processing and analysis of the data used a thematic analysis method. ThematiC 
analysis is a search for themes that emerge as being important to the description of a 
phenomenon. The process involves the identification of themes through careful 
reading and rereading of the data to identify recurrent statements emerging from the 
data. 
In the present study the process of data analysis started with the translation and 
transcription of participant's stories gathered in the field. A close reading of the first 
several transcripts was done to identify recurrent statements emerging from the data. 
This formed the basis upon which an initial list of codes was developed. 
Using the Nvivo qualitative data management programme this formed the basis upon 
which the participant's stories were categorized into recurrent statements, patterns of 
responses and concepts. This in turn formed the basis for categorizing :he data into 
broad thematic areas. These concepts provided a structure of coherence, a sense of 
order and also an explicit point of meaning to the data. The concepts and themes 
which emerged at this stage of the analysis were used in the analysis Iteratively by 
going back to check these themes against the text. A detailed account of the 
methodology and process of data analysis are discussed in Chapter Six. 
1.8 The specific local research context. 
The study setting of Petauke is a typical rural community in the Eastern province of 
Zambia with a population of approximately 1,200,000 people (CSa Zambia 2002). 
HIV/AIDS prevalence in Petauke is estimated at 17(l~ among adults in the general 
population. The district is located about 320 kilometers from Lusaka, the capital city of 
Zambia. Administratively, the district falls within the Eastern province of Zambia. It is 
predominantly a rural district with poor roads, remote villages and few communication 
channels. 
A situational analysis of a project implemented by the Planned Parenthood 
Association of Zambia conducted in 2000 revealed that many communities see 
HIV/AIDS as their priority sexual and reproductive health concern (PPAZ 2002). 
Women were particularly concerned about their husband's sexual behaviour, which 
t'xposed families to the risk of HIV infection. This project highlighted the need for 
men's participation in efforts to address the HIV situation in the communities (Gordon 
2000b). 
The main occupation among adults in Petauke is subsistence farming with many 
families experiencing seasonal food shortages. The literacy levels amongst both men 
and women are low (CSa Zambia 1992). Educated young people migrate to the urban 
settings of the country in search of employment and economic sustainability. Social 
services such as health, education and the supply of clean water are rudimentary and 
basic. Preventable illnesses such as malaria, dysentery, and diarrhoea are endemic. 
An additional consideration for choosing Petauke is that in many rural communities 
there is a kinship system, which legitimizes the social and cultural practice in which 
men occupy an elevated position in their social relationships with women in both the 
public and private sphere. As such, men may wield power against women, which 
carries implications in sexual behaviour and domestic violence. Men may also serve 
as community 'gate keepers' for social change and community-based resources, and 
influence decisions regarding the provision of health services. Men can therefore 
become powerful allies in the fight against the spread of the epidemic. 
1.9 The significance of the study. 
This study is unique as it addresses a relatively unexplored area of the association 
betwt'l'n the social construction of masculinity and the risk of HI\, AIDS in mantel 
relationships. While a number of notable studies focusing on the social construct on :jf 
masculinity and HIV/AIDS have been conducted in many different settings, the focus 
on the risk of infection of HIV/AIDS in heterosexual marital relationships in sub-
Saharan Africa still remains a relatively unexplored area. Some of the notable studies 
within context of sub-Saharan Africa and in relation to this topic so far, include a study 
on the social construction of manhood in Nigeria: Implications for male responsibility in 
reproductive health (Olawoye et al 2000); a study entitled Men, masculinities and 
development : Broadening our work towards gender equity by Greg et ai, (2000); 
Young men and the construction of masculinity by Baker and Ricardo (2005), Men's 
role in HIV/AIDS prevention by Aggleton (2000) and a more recent study by Anthony 
Simpson (2005) entitled Sons and Fathers/Boys to men in the time of AIDS: Learning 
Masculinity in Zambia. All these studies have illuminated and provided a useful insight 
on how the influence of the social environment and childhood socialisation process 
including peer pressure all playa role on what it means to be a man. They highlight 
the influence of how a number of societal factors such as cultural roles and 
expectation, religious influence and the economic environment determine male 
attitudes and behaviour. 
My study takes this understanding a step further by elucidating the association 
between the social construction of masculinity and male sexual behaviour in relation to 
the risk of HIV/AIDS transmission in marital relationships. It extends the body of 
literature by providing an insight for health promotion practice in addressing the 
challenges of the risk of HIV/AIDS in a marital relationship. A particularly unique 
feature in addressing the problem of HIV/AIDS in marital relationships is that many 
marriages in Zambia as is the case in most parts of the world are often considered ,15 
st::lble institutions, where the risk of infection is not as pronounced as would be with 
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other populations such as amongst commercial sex workers, truck drivers or men in 
uniforms. As a result of these assumptions increased emphasis in AIDS research has 
been focused on understanding the dynamics of the spread of infection amongst 
populations considered at high risk of infection. This has left out other vulnerable 
groups such as the population groups which this study has focused upon (This is a 
personal view point of the author after a long experience in participating in HIV'AIDS 
research in Zambia). 
By focusing on men, I do not seek in this thesis to replace the important work to 
reduce vulnerability and the risk of infection among women and girls but rather to 
complement these efforts. My work is driven by a conviction that parallel programs for 
men and boys are crucial in ensuring that men protect not only their own health but 
also the health of their intimate partners and families. Furthermore, men have a 
personal investment in challenging the current gender order for their own health 
reasons and that of their families and also because they do not want to place the 
women they care about at risk of HIV/AIDS infection. Thus, by focusing on developing 
working partnerships with men it is hoped that men can be seen as part of the solution 
to preventing the spread of the infection. 
While tllt'I!' is no one set of IIlterventions that will work in every context, the findings of 
this study could, to some extent, be utilised as a 'blue-print' for transfer to other 
marginalized and impoverished communities that have circumstances similar to the 
social settlllg in Petauke. The sharing of knowledge resulting from this study will be 
actll!'\ ed through a wider dissemination of the findings through publications. r1 ternet 
!'\('hange. seminars and consultations With \~1riOUS interest groups such as 
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humanitarian associations, development agencies, practitioners, and other relevant 
professionals. 
Chapter Two: 
Theoretical Background 
& 
Conceptual Framework 
2.0 Introduction 
In this chapter, I describe the theoretical conceptualization and framework. which guide 
the development of this study. First, I introduce and critique the main theoretical 
perspective which informs this thesis, namely a social constructionist approach to 
masculinity. I then discuss the justification for taking this standpoint forward through 
my examination of the interconnections between domestic violence, and men's use of 
condoms and the risk of HIV/AIDS transmission in marital relationships. I then briefly 
outline existing health promotion approaches, indicating that they do not take account 
of how masculinities are historically and socially constructed, including the potential for 
change this offers, For this reason I argue for the need for health promotion practice to 
accord weight to a social constructionist approach and, as subsequently explored in 
this thesis, that this may identify some promising ways in which HIV/AIDS can be 
combated in Zambia. 
2.1 Social constructionist perspective. 
This study is informed by a social constructionist perspective. This perspective argues 
that the idea of an objectively knowable truth is unsustainable because what we see 
and understand is always subject to our interpretations. Such interpretations will also 
.llways be profoundly influenced by the language and social discourses within which 
we frame our understandings (Hoffman, 2001). From this perspective knowledge is 
therefore not 'out there' to be discovered by the dispassionate scientist. rather ,'Ie 
construct kncl\\ It'dge through inter-subjective 'meaning-making' actl\ Ities thaI are 
shaped by our cultural context (Tiefer 1995). It is only through the interaction 
between the intrapersonal self (ideas, beliefs, history) and social cultural processes 
that the construction of knowledge is nurtured. 'Reality', then, is socially constructed 
(Berger, 1967). An individual's 'reality' is a fluid social phenomenon developed within 
the cradle of human communication (Hoffman 2001). 
Broadly, the social constructionist perspective IS anchored in four key assumptions 
that: 
1) The way we go about studying the world is powerfully influenced by available 
concepts, categories and methods. Our concepts often incline us toward or 
even dictate certain lines of inquiry while precluding others, making our results 
the product of our language, or discourse rather than of empirical discovery. 
2) The concepts and categories we use vary considerably in their meaning and 
connotations over time and across cultures. However we often assume that the 
concepts we use relate to permanent human experiences. 
3) The popularity or persistence of a particular concept, category or method 
depends more on its usefulness (political, usefulness particularly) than on ItS 
'validity' . 
4) Descriptions and explanations of the world are themselves forms of social 
action and have consequences. 
Against this baCKground, social constructionists can look for diverse meanings In 
relation to particular phenomenon within and between social groups (Thompson 1992). 
This is from a premise that identical acts may have different social and personal 
meanings depending on how they are defined and understood in their different 
cultures and historical periods (Vance 1991). 
For instance, human sexuality within a social constructionist perspective is never 
viewed as a fixed, biologically determined question because desire and sexual 
identities are seen to be shaped by complex processes of socio-cultural and 
interpersonal negotiation (Baber and Allen 1992). In exploring ideologies, definitions 
and regulations of sexual experiences, social constructionists are able to show how 
what might seem to be deeply personal identity choices are influenced by cultural and 
political discourses (Vance 1991). 
This theoretical understanding resonates with Foucault's (1978) account in his History 
of Sexuality where he states that there is no such thing as an internal force or drive 
because sexuality is socially manipulated. Sexualities are constantly produced, 
expressed and modified, within the nature of discourse regarding sexuality and 
change accordingly. 
For social constructionist theory, then, 'what it means to be a man' (or woman) is not 
Simply a matter of biological endowment nor simply passed down by one generation to 
another, but rather comes from social transactions within an environmental, cultural, 
linguistic and historical context (Courtney 2000, Connel 2000). In other words, 
gendered identities are dynamically constructed through social interactions which are 
expressed Within available concepts, language, discourses and conditions. Being 
male or female does not simply represent passive states of inheritance cr 
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socialization but the outcomes of 'doing' gender in our daily transactions '.'11th each 
other 
If the reality of maleness and femaleness varies significantly between cultures, 
communities and over time, the impact of gendered behaviour on well-being will vary 
too. For instance, a man or woman's definition of healthNll1 be very different 
depending on whether the maleness or femaleness in question is mediated through 
poverty or wealth, through an urban cosmopolitan existence or life in a traditional 
village (Doyal 2000). 
Connel argues that masculinity, as a practice, cannot be isolated from its social and 
institutional context because people's experiences, attitudes, behavior, physical and 
psychological functioning are inextricably linked to the social environment and the 
social structures in which they live. Similarly, Hess (1988) has noted that these 
dynamic social structures and lived experiences affect all human beings irrespective of 
sex age, social economic status and ethnicity. Thus one cannot be masculine in a 
particular way without being affected by the conditions in which that form of 
masculinity arises and is expressed in the dynamics of local transactions between the 
sexes. There is no one version of masculinity, rather there are multiple masculinities 
influenced by a host of different factors and histories. Thus the range of possible 
contextual, individual 'realities' implies that men experience their manhood very 
differently and ttlat generalizations about men and masculinities need to be made 'Nlttl 
caution because local interpretations may undermine them 
2.2 A Critique of social constructionism. 
In adopting such a social constructionist perspective, this study does not do so 
uncritically. As subsequent discussion will show, it draws on this perspective, but its 
approach is mediated in the following main ways: 
• First, its standpoint is sensitive to the dangers highlighted in Archer's critique 
(2000), which has argued that it is important to continue to take account of human 
beings' embodied nature, and human agency as a critical dimension of this. Archer 
has maintained:" 
"Constructionism ... impoverishes humanity, by subtracting from our human 
powers and accrediting all of them - selfhood, reflexivity, thought, memory 
and emotionality - to society's discourse', (2000: 4). 
Other writers such as Burr (2003) have argued for a mid-way position, recognizing 
that the 'Individual/society dichotomy', (p.184) is an unresolved analytical issue for 
theorizing from a social constructionist perspective. 
"Both micro and macro forms of social constructionism are ultimately unable to 
tell us to what extent we are able, either individually or collectively, to 
reconstruct ourselves and our society' (p.184). 
This thesis reflects this standpoint. Both in its detailed review of social 
constructionist perspectives on the development of masculinity (see Chapter 4), 
and in the design and analysis of fieldwork, this study explores the complex ways 
In which human agency is defined and shaped through social interaction and 
language, but it does not adopt the position that analytically, human agenc/ should 
be regzuded as non-existent. 
• Secondly. this thesis argues that men construct their masculinities in the social 
context in which they find themselves. It concentrates on explonng how male and 
female participants at the local level in rural Zambia perceive masculinity to be 
defined and expressed through interpersonal interaction and language. This is in 
the interests of the study unraveling the significance of this process for the 
transmission of HIV/AIDS in marital relationships. However, it does not wish to fall 
into what has been typified as the trap of 'micro' social constructionist perspectives: 
'''The question of the extent to which our use of discourse is constrained or 
influenced by wider social and material circumstances is not really 
addressed', (Burr 2003: 184). 
Therefore, it provides an account of the intersection of social capital and economic 
development on an international, national and local scale, with the spread of 
HIV/AIDS, as the wider context in which the perspectives of interviewees in this 
study have developed. Accordingly, this is the focus for Chapter 3. and is seen 
as complementary to the major thrust of the thesis, which focuses on the 
particularities of what analysis from a social constructionist perspective of 
participants' perspectives and experience of masculinity yields. 
2.3 The significance of local context 
An analytical approach that emphasizes the need to take account of the influence of 
the wlcier social environment on risk taking and the rise of HIV/AIDS has been 
advocated in a number of international protocols. Among these are the International 
Conference on Population and Development held in Cairo in 1995, and the Beijing 
Program of Action. Both these events called for the need to locate reproductive health 
behavior within wider social contexts (Lassonde 1995). This is in order that account is 
t.l~l'n of ~ll)\\, powerful factors such as PC1\Crty. the legal system, religious and cult .ral 
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practices are understood to expose both men and women to reproductive heath risks, 
including HIV/AIOS (Lassonde 1995). This perspective is also reflected in the work of 
Farmer (1997) in Haiti, and Campbell (2004) in South Africa who explore how complex 
social environments influence individual risky behaviours. 
Close to Zambia, in Zaire, Schoepf (1995) used a theoretical framework, which 
highlighted the entrenched nature of a poor economic environment as a key factor that 
shaped the community's sexual behavior and practices. However, his perspective also 
placed emphasis on exploring precisely how societal factors and networks influence 
and shape HIV outcomes for an individual living in a specific local community (Hart 
and Boulton 1995). 
This thesis reflects this approach. While it is important to acknowledge the influence 
of yet wider social contexts, it argues that we also need to excavate and grasp the 
locally negotiated gendered meanings, which make sense of how HIV/AIOS is 
transmitted. It is on the basis of knowing more about these meanings that we can 
formulate local health promotion strategies more effectively. 
For example, the association of masculine identities with risk taking behavior (e.g. 
having multiple sexual relationships) clearly has a bearing on health promotion 
matters, particularly in relation to HIV/AIOS and other sexually transmitted diseases. 
Although this association of risk taking With mascullfllty is generally acknmvledged, 
~lW,lfeness of how such notions of masculinity m~ly be socially constructed in local 
commullities has yet to significantly inform local strategies for HIV/AIOS Irlterventlon 
(Sulllartojo :?OOOa). 
2.4 Domestic violence and the risk of HIV/AIDS 
This thesis explores local perceptions regarding the association between the social 
construction of masculinity and its connection with domestic violence as a risk factor 
for HIV/AIDS transmission, against a background of evidence that men employing 
violence as a strategy to maintain women in a subordinate situation is common in 
many societies (Heise et al undated, Heise 1998, Leye et al 2001, Jewkes 2002a, 
Lichstein 2004). 
The extent of domestic violence is reflected in Heise's review of twenty studies from a 
wide variety of countries. She reports that from one quarter to over one half of women 
In many countries of the world identify as having been physically abused by a present 
or former partner. She concludes that the most endemic form of violence against 
women is wife abuse, or more accurately, abuse of women by intimate partners. In 
marital relationships, sexual violence can be defined as any unwanted intercourse or 
penetration (vaginal, anal or oral) obtained by force when either partner is unWilling to 
consent (IPPF 2000). Studies of marital rape have included couples that are legally 
married, separated, divorced or co-habiting. Most research on marital rape concludes 
It is an abuse of power, which usually involves the husband attempting to establish 
dominance and control over his wife (Yllo 1985, Dobash and Dobash 1989. Russell 
1990). Some researchers have noted other risk factors; include drug and alcohol use 
by the abuser. 
The International Planned Parenthood Federation (IPPF) (2000) describes sexual 
violence as including acts of forcing another individual through violence. threats, 
deception, cultural expectation. or taking advantage of economic circumstances to 
engage in behavior against his or her will. At its most fundamental, sexual violence 
represents the deliberate use of sex as a weapon to demonstrate power and to inflict 
pain and humiliation upon another human being (Bergen 1999). In circumstances of 
sexual violence. a person has no choice to refuse or pursue other options without 
severe social, physical or psychological consequences. 
Studies are beginning to show that domestic violence does not only have a profound 
impact on the physical and mental health of those who experience it but there is now 
evidence that this to expose a person to the risk of HIV/AIDS infection. 
In terms of sexual health and reproductive rights, such abuse diminishes women's 
capacity to express and enjoy their sexuality and to control fertility. while increasing 
their risks of pregnancy complications and of acquiring STls including HIV/AIDS (see 
also Leye, et aI2001). Lichstein (2004). Jewkes (2004) and Heise (1998) have further 
argued that there is a strong correlation between sexual and other forms of abuse 
against women and women's chances of being HIV-infected. For instance, forced 
vaginal penetration increases the likelihood of HIV transmission. In addition, the fear of 
vlol(:!lce prevents many women from asking their partners to use condoms, accessing 
HIV information, and from gettlrlg tested and seeking treatment, even when the~, 
strongly suspect they have been infected. 
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If HIV-prevention activities are to succeed, they need to occur alongside other efforts 
that address and reduce violence against women and girls. Acts of sexual violence 
and sexual abuse including rape, forced, or coerced sex have been identified as 
enhancing the risk of HIV/AIDS in marital relationships (Heise 1998, IPPF 2000, 
Jewkes 2002b). Similarly acts of domestic violence perpetrated through fear or threats 
that prevent women from persuading their husbands to desist from extra marital affairs 
or prevent women from encouraging their partners to use condoms to reduce the risk 
of HIV infection have been identified as contributing to the risk of infection (Heise 
1998, Bujra 2000). 
In South Africa Jewkes (2002a), found that women with violent and controlling male 
partners were at an increased risk of HIV infection. Men who were violent and abusive 
towards women were found to be more likely to be infected with HIV because of other 
aspects of their behavior such as having multiple sexual partners. Furthermore. the 
emerging literature on the connection between domestic violence and HIV/AIDS points 
to growing evidence that a large proportion of new cases of HIV infection are due to 
gender-based violence (Heise 1998. UNAIDS 2003). Additional research confirms a 
further vicious circle: that many women are in danger of being beaten, abandoned or 
thrown out of their homes if their HIV-positive status is known (Jewkes 2002a). 
Evidence suggests that the problem of gendered domestic violence has eXisted In 
Z.lIl1bia for a long time (YWCA 1999, Zambia Gender Policy 2002.). It is manifest in 
many different ways such as femicide, spouse battering. property grabbing. and rape 
in and outside marriage and other forms of domestic violence including incest 
especl311y of girl children (Fleischman 2004). Although instances of both men and 
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women being victims of gender violence have been reported it is women who are 
predominantly subject to physical, sexual and psychological abuse (Zambia Gender 
Policy 2002, YWCA 1999). Nevertheless, despite these Zambian studies, and the 
international studies reported above, there are presently no studies in Zambia that 
elucidate the connection between notions of masculinity reflected in domestic violence 
and how this may HIV in heterosexual marital relationships enhance the risk of 
HIV/AIDS transmission in marital relationships. 
Against this background, this study aims to take current knowledge and understanding 
forward. It also provides a thorough analysis of the local perceptions of the 
interconnections between domestic violence and the risk of HIV/AIDS which is 
essential to inform interventions that aim to reduce the risk of HIV/AIDS in marital 
relationships. From a social constructivist perspective, we need to know how men and 
women 'do' gender in the context of the power relations between them as reflected in 
domestic violence, in specific local contexts, by gathering and analyzing the kind of 
data I present in C ha pter 7. 
2.5 Men and Condom use in Zambia 
The enquiry into men and their use of condoms as a measure of protection against the 
risk of HIV/AIDS transmission in a marital relationship is premised on the evidence 
th3t. although the correct and consistent use of latex condoms has been promoted 
globally as one of the most effective strategies for containing the spread of the 
epidemic, their use in marital relationships still remains problematic (Family Health 
International 1998, PC)PlIlcltion Reports 1999). SL,dies have shown tha: one reason 
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why the use of condoms in a marital relationship is difficult, is that as marital relations 
are centered on mutual trust and intimacy, and the proposal to use a condom may 
appear offensive and threaten the quality of a relationship (Parker 2000). In addition, 
marital relationships ideally enhance a partner's sense of interpersonal familiarity and 
mutual affection, thus leading to a lower judgment of HIV risk and the perception of 
safety. This may also lead to defensive denial that a partner may be at risk of infection. 
In general Willing (1994) observes that people in long-term relationships are less likely 
to use condoms than in short-term relationships. 
These issues are further compounded by unequal gendered power relations in 
marriage. Women experience difficulties in suggesting the use of condoms as they 
may want their partners to use condoms, but this is dependent on their partner's 
willingness. As discussed earlier, such suggestions may also be met with the threat of 
violence or actual violence (Heise 1998). A number of women also think that in a long-
term relationship in which they trust their men, they can stop using a condom because 
they are not at risk. The desire to have children may also mean the avoidance of a 
condom within a long-term partnership. At the same time, a woman may be worried 
that her suggestion to use a condom may undermine the mutual trust in a relationship 
by acknowledging that her husband may not have been faithful to her. 
Furthermore, the inquiry into the use of condoms in marital relationships stems from 
documented evidence highlighting some of the difficulties that both men and women 
face in negotiating the use of condoms (IPPF 2000. Population reports 1999, Path 
2001). The Zambia Sexual and BehaVioral Study indicates that condom use within 
marriage or (,ther consensual unions in Zambia is very low It found that the failure of 
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married men to use condoms is commonly connected to embarrassment in buying 
them, because condoms are normally associated with casual sexual encounters, and 
as such are associated with promiscuous sexual behavior (ZSOS 2000). Others do not 
use them because of the belief that they reduce sensitivity and therefore sexual 
pleasure (UNAIOS 2000a). Further, many men who do use condoms with casual 
sexual partners' tend to stop using them when they assume that they have developed 
a trusting sexual relationship, without testing for HIV to confirm either partners' HIV 
status. As Jackson (2004) has found men are also less likely to use condoms with a 
long-term girlfriend because they trust that these partners will not pass on an infection 
to them. Intimate relations do not just happen; they are a product of continual 
negotiated transactions. Thus condom use is clearly linked to a complexity of 
gendered values, and meanings associated with intimacy, as this study of rural 
Zambia will explore. 
2.6 Review of health promotion practices 
The purpose of reviewing current health promotion practice in relation to the risk of 
HIV/AIOS transmission is in order to identify opportunities for how existing HIV/AIOS 
health promotion interventions can be developed to enhance men's role and 
Involvement in HIV/AIOS risk prevention efforts. 
In Zambia as in other countries, health promotion remains a key public health strategy 
111 efforts to address the spread of the epidemic (Oakley 1995, Aggleton 2000). The 
contextual framework for health promotion IS reflected in the Ottawa Charter principll' 
on Hl',llth promotion (\\HO 1986). !t is defined as a process of enabling people to 
increase control over and to improve their health. In this respect, the Charter identifies 
three basic strategies for health promotion; advocacy aiming at creating the essental 
conditions for health; enabling all people to achieve their full health potential, and 
mediating between different interest groups in society in pursuit of health (Baric 1991. 
Bunton and McDonald, 1998). 
Two prominent health promotion strategies have been utilised in Zambia to address 
the spread of the epidemic in both the rural and urban areas of the country. At the 
national level, these approaches involve a social marketing strategy, focused on the 
use of the mass media to disseminate information on condom use and protection. This 
approach utilises commercial marketing techniques for the promotion and retail 
distribution of condoms and the mass media to create awareness on the risk of 
infection. An evaluation of the programme in 2000 by the Society for Family Health in 
Zambia revealed that this strategy had contributed substantially to slowing the spread 
of infections in the country (SFH 2000). However, although this approach has made a 
significant contribution to reducing the rates of infection, this still leaves a huge need 
for further reduction in transmission rates, as discussed in more detail in Chapter 5. 
At the grass-roots level, community-based health promotion efforts have been 
structured within the context of the Alma Ata declaration on Primary care, which see~ s 
to foster, intersectoral collaboration between the community. policy and local interest 
groups (WHO 1978). r-.1any of the efforts carried out at grassroots level have been 
directed towards awareness creation and the provision of education about the spread 
of the epidemiC. 
Another approach that seeks to address these concerns has been to raise the 
communities' critical consciousness of the social circumstances that expose and 
enhance vulnerability to ill health. These approaches are largely based on Freire's 
Pedagogy of the Oppressed (1972) and seek to enable the community to understand 
the causes of ill health so that they are better able to develop interventions that seek 
to address its causes (Baric 1997, Bunton and Macdonald 1992, Helman 2000, Kerr 
2000). However, the extent to which addressing the formation of gendered ideas and 
assumptions is incorporated into this approach remains unclear. 
Further activities, notably the ABC Approach, (discussed in greater detail in Chapter 5) 
have been directed at promoting a consistent, proper and correct use of condoms in 
sexual encounters with a person of unknown HIV/AIDS status, abstinence or 
maintaining a mutually monogamous relationship between partners known to be 
uninfected with the virus that causes AIDS. In order to achieve this, a variety of 
psychological and social psychology theories such as the Health Belief Model (Becker 
and Joseph 1974), Social Learning Theories (Bandura 1977) have been utilized. 
These approaches propose that giving the appropriate information about risk behavior 
and the risk involved in unprotected sex to an individual can justifiably be expected to 
lead to behaviour change. 
Health promotion approaches based on awareness training and on getting the right 
IIlform()tion across have been critiqued by Singer and Weeks (1996) on the basis that 
they erroneously appeal to people's rational I!') and thus ignore the emotional 
processes and investments involved in the construction of gendered Identities. 
Although the efforts described above have undoubtedly played a crucial role in 
achieving significant behavioural change and should be acknowledged as such, the 
continued severity of the epidemic in the country requires moving beyond simply 
accepting the efficacy of such strategies, and points to the importance of a review of 
the premises on which they are based. 
As Webb (1997) comments, and this study will reflect, the social epidemiology of HIV 
has to be about the study of constantly changing interrelationships between culture. 
individual action and social and political factors, instead of a narrow focus on behavior 
defined on an individual basis. 
2.7 Conclusion 
This thesis acknowledges influences from the wider social economic context that 
contribute to shaping men's risk of infection and transmission but argues for the value 
of a micro social constructionist analysis of negotiated gendered transactions, in their 
local context. Understanding the interconnections between the social construction of 
masculinity and HIV/AIDS transmission, by this means it aims to better inform health 
promotion practice, to produce a more focused and thereby effective intervention for 
HIV'AIDS risk reducing behaviour . 
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Chapter Three: 
Socia-economic Context 
& 
Consequences of HIV/AIDS in Zambia. 
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3.0 Introduction. 
This chapter situates the analysis of the HIV/AIDS epidemic in its wider economic and 
social context in Zambia. In examining the prevalence and determinants of HIV/AIDS, 
this analysis highlights the impact that HIV/AIDS related illness and death is having on 
different sectors of the economy and socio institutions. I begin by describing the nature 
of the epidemic. I then describe the scale of the epidemic at International level, its 
manifestation at the sub-Sahara regional and Zambian level and finally speCifically in 
rural Zambia where it is arguably having the most devastating impact. 
In the analysis on the impact that the epidemic is having on different sectors of socio 
economic fabric in Zambia, I discuss some of the key dimensions including: Zambian 
health/social policy; labour and productivity; major social institutions and households 
and families. Focusing on rural communities, I will examine some of the coping 
mechanisms adopted by families, individuals and groups in an attempt to mitigate the 
impact of the epidemic. I conclude this chapter by highlighting the negative 
implications that the epidemic is having on sustainable development in the country, 
and therefore the importance for intensifying strategies aimed at reducing the spread 
of the epidemic. 
3.1 Description of HIV/AIDS 
HIV is an acronym for Human Immunodeficiency Virus. The virus is a member of the 
Retroviridae family of viruses (commonly known as 'retroviruses'), and classified in the 
subfamily 'Ientiviruses'. Human infection with HIV results in a complex clinical disease 
known as Acquired Immune Deficiency Syndrome (AIDS), a clinical syndrome 
resulting in damage to the immune system (Fieldhouse 2001, Hubley 2002, Jackson 
2002). 
The Human Immunodeficiency Virus principally attacks T-4 lymphocytes, a vital part of 
the human immune system. As a result, the body's ability to resist opportunistic viral, 
bacterial, fungal, protozoal, and other infection is greatly weakened. By mfecting CD4 
T-Iymphocytes, (a type of white blood cell) HIV substantially weakens the immune 
system and leaves the infected individual vulnerable to potentially fatal infections. 
This, in turn, leads to a group of various illnesses that together characterize a disease 
condition called AIDS. 
According to WHO (2003), Fieldhouse (2001), Hatcher (2002) there are four major 
modes of HIV/AIDS transmission. These are: 
• Unprotected sexual intercourse with an infected person 
• Transfusion of infected blood 
• Tmnsmission from mother to child during pregnancy, labour delivery or breast 
feeding 
• Injections with contaminated needles. 
Worldwide, the most common route of HIV/AIDS transmission is through vaginal and 
anal sex with most of the infections being caused through heterosexual sex (UNAI DS 
2004) i.e. sex between a man and a woman. A small fraction of infections occur 
through mother to child transmission, unsafe blood transfusion and the use of unsafe 
injection equipment. This means that anyone who is sexually active, even with only 
one partner is at risk of contracting HIV. The more sexual partners people have, 
whether at the same time (casual sex) or consecutively (serial monogamy) - the more 
they are at risk of contracting the virus and of passing it on to others (Hatcher 1997, 
Hunter 2001). 
While sexual behaviour is the most important factor influencing the spread of the 
epidemic, such behaviour is itself influenced by a host of reasons ranging from daily 
and pragmatic factors, such as economic and social circumstances, to the complex 
and abstract, such as culture (Webb 1997, Freudenthal 2001). Furthermore, sexual 
attitudes and behaviour (including any prior conduct) varies significantly across 
different age groups, cultures, socio-economic class and gender. As a result, the 
interconnection of multiple factors obscures causal linkages and prevents categorical 
conclusions on the factors driving the epidemic. For this reason, no single factor, 
whether biological or behavioural, has been determined as the primary cause of the 
spread of the infection. At best, evidence from African studies suggests that the two 
most common biological and behavioural factors associated with the highest HIV 
prevalence are a) the young age at which women have their first sexual intercourse, 
and b) the young age at which individuals are married. Other contributory factors 
include lack of condom use; the age difference between spouses, and unequal sexual 
decision-making in gender relationships (Jackson 2002). These issues will be 
discussed in detail within this thesis. 
3.2 Available therapies 
As yet, no vaccine has been developed to prevent the HIV/AIDS infection. Prevention 
initiatives, for example, in public education programmes, therefore remain the primary 
approach to prevent the spread of the epidemic. However, as medical science obtains 
a better understanding of the character of the immunodeficiency virus a number of 
drugs have been developed in the treatment of HIV infection. These drugs are called 
antiretroviral drugs (ARV's) (Jackson 2002, Hubley 2002). These powerful medication 
regimes, also known as 'highly active antiretroviral therapy (HAART')' have had 
dramatic effects in reducing rates of AIDS-related illness and death. An effective 
regimen of antiretroviral drugs rapidly suppresses the viral load to very low levels that 
it cannot be detected by the most sensitive tests available. However, this profound 
viral suppression does not mean that the virus has been eradicated and the patient is 
cured; HIV persists at very low levels in the blood and tissues such as the lymph 
nodes, and if therapy is stopped, the viral load rapidly rebounds. Although successful 
viral suppression does appear to reduce the infectiousness of infected individuals, it 
does not eliminate it and cases of HIV transmission from individuals with suppressed 
viral load do occur. 
Unfortunately, the high cost of these kind of multi-drug combination therapy regimens 
has placed strain on the health services and has to date rendered them almost entirely 
inaccessible for the developing world. where most cases of HIV infection occur 
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(Hubley 2002, Jackson 2002, and Panos 2000). In recent years, pressurized by the 
increasing rates and impact of HIV in the developing world, legal actions, and activist 
campaigns, a number of pharmaceutical companies have made anti-HIV drugs 
available to developing countries at or below the price they cost to produce. 
Nevertheless, fewer than 4% of people in need of antiretroviral treatment in low- and 
middle-income countries were receiving the drugs at the end of 2001. 
3.3 A Global Epidemic 
Since the early 1980's when HIV/AIDS was first described, it has grown to become a 
global epidemic (Fieldhouse 2001, UNAIDS 2004). The joint United Nations 
Programme (UNAIDS) which charts the spread of the epidemic reports that since the 
early 1980's when the epidemic first broke, more than 60 million people have been 
infected with the human immunodeficiency virus (HIV) and more that 20 million people 
have died from the resulting disease, acquired immunodeficiency syndrome (AIDS) 
(UNAIDS 2004). Out of the total number of people infected by the virus that causes 
AIDS world wide, sub-Saharan Africa is the most affected region in the world. Between 
65-85% of HIV/AIDS infected people are found in sub-Saharan Africa. An estimated 
26.6 million people are living with HIV/AIDS and approximately 3.2 million new 
infections occurred in sub-Saharan Africa in 2003 (UNAIDS 2004). In 2003 alone over 
3.2 million young and adult men and women and children died as a result of HIV-
related infections (UNAIDS 2004). 
While there are indications that the spread of infections is beginning to stabilise in the 
wor:st affected countries, projections by UNAIDS suggest that the spread of the 
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epidemic is slowly getting out of control in China, the Far East and Eastern Europe 
and particularly the Russian Federation, where figures on the rates of infection have 
almost doubled annually since 1998. Data from Asia appear low but masks localised 
epidemics and infections in Myanmar, Cambodia and Thailand. In these countries, the 
spread of the epidemic is in the region of 2%-4% range and similar to the prevalence 
levels found in many West African countries, while India is second to South Africa in 
the number of persons currently infected (UNAIDS 2000b). 
Recent findings indicate that HIV/AIDS is increasingly affecting a greater number of 
women. Today, more than 20 years into the epidemic, women account for nearly half 
the 40 million people living with HIV worldwide. In sub-Saharan Africa, young women 
aged 15 to 24 are more than three times as likely to be infected as young men. In the 
worse affected countries, life expectancies have fallen by an average of 18-23 years 
(UNAIDS 2003). In many countries, trends of a decline in child mortality rates are 
reversing, and in the countries worst affected infant and child mortality rates are 
expected to double by 2010. 
The impact of HIV/AIDS on children is seen most dramatically in the rising numbers of 
those orphaned by the epidemic. The UNAIDS, UNICEF and USAID (2004) report 
entitled 'Children on the Brink', observes that there are presently 14 million children 
under the age of 15 who have lost one or both parents to the epidemic and 
approximately 80% of them living in sub-Saharan Africa. By 2010, it is projected that 
as many as 25 million children will be orphaned as a result of the disease (UNICEF 
2003) Orphans and other children made vulnerable by HIV/AIDS are in many societies 
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stigmatised, isolated, discriminated against, disinherited and often deprived of basic 
education, care and financial resources. 
Thus, the ever-growing magnitude of the epidemic has prompted the UNAIDS to warn 
that the epidemic is still in its early phase and there could be more than 68 million HIV 
related deaths between 2000 and 2020 unless prevention and treatment programmes 
to combat the disease are expanded drastically (Fieldhouse 2001). For this reason, 
the UNAIDS (2004) has designated efforts to stem the spread of the epidemic as a 
core priority for states, institutions, communities and individuals. 
3.4 HIV/AIDS in Zambia and its social consequences 
Zambia is one of the countries in sub-Saharan Africa worst affected by the HIV/AIDS 
epidemic (MoH 1999, UNAIDS 2000c). The first case of HIV/AIDS was detected in the 
country in the mid-1980. Although initially concentrated in urban areas the epidemic 
quickly spread to semi-urban and rural areas (Flykesnes et al 2001). Current 
estimates indicate that by the end of 2003, from a population of 10 million people, 29% 
of the sexually active population were living with the infection, of which 60% were 
women Estimates further suggest that for every boy aged 15-19 years old who is 
infected, there are approximately 5-6 girls infected within the same age group 
(UNAIDS 2000c). The same report indicates that during 2001, there were an 
estim(]ted 120,000 deaths attributed to HIV-related illness and an estimated 1.2 million 
adults and children were living with HIV. 
The Ministry of Health situational analysis on HIVAIDS (MoH 1999) indicates that 
some of the key risk factors responsible for the spread of the epidemic in the country 
include unprotected anal and vaginal intercourse and having multiple sexual partners. 
According to the Zambia Demographic Health Survey (CSOZ 2003) other contextual 
factors include: early initiation of sexual behaviour; untreated sexually transmitted 
diseases; sex with a partner of unknown HIV status; partner commitment and women's 
inability to negotiate safe sex. 
The epidemic is concentrated in two age-groups: new born children who acquire it 
through mother to child transmission, and adults aged between 15 and 50 years, who 
acquire it through sexual transmission (MoH 1999). There is also a marked 
geographical distribution of the rates of infection between the urban and rural areas. In 
the rural areas the average infection rate is around 10-15% of the population, while in 
the urban areas the prevalence is estimated at between 25-30% (Webb 1996a, 
1996b). Evidence further suggests that rates are still rising in rural areas whereas they 
have stabilized in some urban areas. 
Drinkwater (1993) and Bond et al (1999) have aptly described the impact of HIV/AIDS 
as a long wave of disasters. Individuals and households go through processes of 
experimentation and adaptation as they attempt to cope with immediate longterm 
demographic changes. They observe that over a period of five years, one episode of 
illness may be followed by another, which gradually depletes the resources and labour 
supply of one or more interdependent households. The loss of adults in the most 
productive and reproductive age group is having a much more significant impact on the 
economy at micro level than the absolute number of HIV deaths might suggest. 
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Although there are some areas in the world where AIDS has been effectively 
addressed, the impact of the epidemic in Zambia is still deepening. This is evidenced 
by the worsening reduction in human development indicators such as infant and child 
mortality rates and in the life expectancy. The Human Development Report (UNDP 
2004) indicates that a number of human life indicators as reflected in the Human 
Development Index (UNDP 2004) are deteriorating as the impact of the HIV/AIDS 
epidemic strengthens. Lamptey (2002) alludes to a similar observation, indicating that 
this is typical of many countries in the developing world affected by the HIV/AIDS 
epidemic, where the wide prevalence of infections is reversing hard-earned 
improvements in health made over the past 50 years. For instance, rates of 
Tuberculosis, which had been contained in Zambia, is now one of the most serious 
pubic health problems (Zambia National HIV/AIDS/STIITB Council 2000) 
As in many other countries, the HIV/AIDS epidemic is different from most other major 
disease outbreaks. This is because the epidemic primarily affects adults in their 
economically and most productive years (Bollinger and Stover 1999, UNAIDS 2003). 
Adults aged between 15 and 50 years hold the largest concentration of HIV/AIDS 
infections in the country, and are usually the backbone of their families and 
communities with both young children and elderly parents relying on them for support. 
Furthermore, the illness and death of men and women in their active and economic 
prime has resulted not only in lowered incomes for surviving family members, but also 
in other sequelae of poverty, including worsened health and reduced investment from 
the surviving individual's future productivity (Bollinger and Stover 1999, Sulwe 2000). 
As a consequence, the HIV/AIDS epidemic in Zambia has negatively impacted the 
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social and economic spheres and has contributed to the reversal of many of the 
development indicators that were achieved before the advent of the epidemic (Zambia 
National HIV/AIDS/STIITB Council 2000). This situation has further been exacerbated 
by the high levels of poverty in the country. According to the Zambian Ministry of 
Finance and Economic Development report, more that 80% of Zambians live in abject 
poverty (MoFED, 1996). This manifests in chronic poverty, poor sanitation, nutrition 
and other multiple factors, which also make people more vulnerable to illness. As 
such, HIV/AIDS in Zambia is no longer just a health problem, but affects, and is 
affected by, all aspects of human development. 
The UNAIDS (2003) report on the global HIV/AIDS epidemic observes that women in 
Zambia, as in many other sub-Saharan countries, generally have a significantly higher 
risk of infection than their male counterparts. According to the recent Demographic 
and Health Survey (DHS), adult HIV prevalence in Zambia is 18% among females and 
13% among males (aged 15-49) (CSOZ 2003). This is because, physiologically, 
women are more vulnerable to being infected than males. In addition, women's lower 
social economic status and cultural status makes it difficult, even dangerous, for them 
to negotiate safe sex, with many exposed to gender violence or rape as a 
consequence (Macwan'gi 1993, Fleischman 2002). This is further compounded by the 
insecure economic climate in a country where young girls living in poverty are often 
enticed or coerced to engage in transactional sex or enter sex work to pay for school 
fees or support themselves or their families. 
Women's control within relationships may also be weak if their partner is several years 
older than they are, which is often the case within Zambian families. Within the context 
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of the HIV/AIDS situation in the country, the age difference between men and women 
in a relationship might be as a result of an older man seeking out virgins or a young 
woman, in the belief that they will be HIV-free. Some women are drawn into sexual 
relationships with an older man to raise money to meet their financial needs. Further 
data from the Zambia Sexual and Behavioral Study (2000) found that women in 
Zambia have little power in sexual negotiation. Of those respondents who had heard 
of STls, less than half of the men (49%) agreed that if a woman's husband had an STI, 
then she could rightfully either refuse to have sex with him, or ask him to use a 
condom. 
The epidemic has not only created severe social and economic consequences for the 
country, but has also caused profound pain and suffering for many families through 
illness and the extensive loss of life (Bollinger and Stover 1999). This has imposed 
heavy burdens on families, communities and economies. In general, what makes the 
HIV/AIDS epidemic so serious is that it has a pervasive impact on virtually all aspects 
of development and society in Zambia: health, education, agriculture and the transport 
sector. There can be no doubt that the HIV/AIDS epidemic is having a profound and 
negative impact on many of the social and economic developmental sectors in the 
country; in particular, children and women are feeling the full impact of these 
consequences. I will continue by examining these areas in more detail below: 
3.5 The impact of HIV/AIDS on labour and productivity 
Productivity, the quality of the labour force and labour costs are significantly affected 
by the HIV/AIDS epidemic (Bollinger and Stover 1999, UNAIDS 2000b). In Zambia, 
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the impact of HIV/AIDS is concentrated within the age group 25-29 years. This is 
considered the most productive and reproductive age group in Zambia. As the 
epidemic affects young adults of productive age, companies in both the private and 
public sectors are experiencing the direct impact of the loss to productivity and labour 
due to illness and death of its employees. Experienced, qualified, and trained 
personnel: professionals from all sectors of industry are being lost to the epidemic, 
leaving organisations with dramatically reduced productivity levels (UNAIDS 2000b). 
Productivity levels are also due to the fact that the epidemic is characterised by 
recurrent periods of sickness, absenteeism and subsequently loss of labour. Infected 
workers may become too ill to work effectively, or to work at all and may eventually 
die, causing distortions in the productive capacity of industry. When an employee falls 
ill, the industry not only has to manage without his or her labour contribution but also 
with the loss of labour from those who have to care for the sick family member 
(Bollinger and Stover 1999). Companies have also experienced increased expenditure 
on benefits such as health care, sick leave and death benefits as well as the additional 
cost of recruiting and training new employees. 
A study conducted at Barclays Bank in Zambia showed that the death rate among 
workers had increased from 0.4% in 1978 to 22% in 1992 because of HIV/AIDS. At the 
same time, medical expenses and training costs increased, while actual labour hours 
were reduced (Nyirenda 1993). Baggaley et al (1994) obtained similar results in 
reviewing the records of 21 companies in Lusaka and the Copperbelt (with a total 
workforce of 6,447). HIV was felt to have affected productivity in 48% of companies 
and recruitment in 19%. 
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The loss of workers and productivity and the cost of providing health care benefits and 
death benefits due to HIV/AIDS have had a serious effect on employers. The reduction 
in productivity has also had a direct relationship to the country's capacity for economic 
development, both in terms of life expectancy and economic growth. This is because a 
reduction in productivity lowers the country's Gross Domestic Product (GOP). This 
therefore reduces the levels of financial investment possible within its social sector 
such as education, health, transport and agriculture. This subsequently affects the 
quality of life for the population as a whole. 
Another way in which HIV/AIDS is affecting the country's economic growth potential is 
through the reduced earnings of an employee as a result of illness, care demands, 
higher expenditure on health care and premature death. The result is an overall 
reduction in possible savings rates and disposable income. In the long-term, this has 
the combined effect of reducing the consumer market for business, particularly in 
markets outside the basic necessities of food and housing. In turn, this leads to a 
reduction in the total resources available for production and investment and thus leads 
to an overall decline in economic growth. 
3.5.1 The impact of HIV/AIDS on Agriculture 
HIV/AIDS Impacts on agricultural production and household food security in various 
ways. A direct impact is that of the loss of household labour (MOCA, 2003). In Zambia 
as in many other sub-Saharan African countries. farming and other rural occupations 
is labour intensive (FAO 2003). As discussed above. t:'\ Its nature, HIV'AIDS is unique 
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in that it attacks the most productive segment of the agricultural labour market. thus 
robbing households of adult labour and knowledge. Studies at household level have 
shown that when HIV/AIOS strikes, the pattern of agricultural production changes. In 
rural areas, agricultural output falls. This is because, with limited technology, the loss 
of life and illness of large numbers of people expected to perform these activities, 
affects the quality and quantity of food production. 
A number of other consequences follow the spread of AIDS in households: The 
presence of an infection in a household affects the availability of labour, as time spent 
on caring for afflicted household members impacts upon time spent on agricultural 
activities and other household activities. As a result. households reduce and/or delay 
the amount of weeding and often choose to plant less labour-intensive crops on 
smaller areas of land. Children may be withheld from attending school; elderly people 
may not have anyone to act as their carer; the cost of healthcare may impact upon 
savings; other assets such as home, land or livestock may be sold on order to pay for 
medical treatments (Wallman 1998). In areas with high HIV/AIOS mortality rates, 
families have coped by initiating changes in land ownership and utilisation, changing 
food and cash-cropping patterns, reducing food storage and selling livestock. 8aylies 
(1995) reported from fieldwork in agricultural households in Eastern and Lusaka 
province, that AI~S-affected households concentrated on maize production at the 
expense of non-stable foods, once loss of labour was a factor. These factors have 
contributed to the reduced levels of adult and child nutrition, deterioration In the Ih'ing 
st:mdards of many peopl!' and greater food insecurity. 
Sulwe (2000) observes that traditionally, local residents have joined together to offer 
assistance to those in need during periods of adversity or crisis. However, as the 
number of HIV/AIDS cases increase, the need for assistance is overwhelming the 
support system and these traditional coping mechanisms are beginning to breakdown. 
HIV/AIDS has further severe consequences for rural widows of AIDS victims. In many 
sub-Saharan Africa countries, women contribute to more than half of the food 
production and are also usually involved in labour-intensive farming activities (UNAIDS 
2000a). However, when HIV/AIDS strikes, this cultural gendered division of labour 
has, in some cases, made it impossible for women to perform the farming tasks of 
their husbands and they are forced to abandon farming altogether This makes women 
more vulnerable to the negative impacts of HIV. Furthermore, the stigma of the 
disease may inhibit widows from seeking community and extended family support, 
which are crucial 'safety nets' to individuals in rural areas. 
3.5.2 The impact of HIV/AIDS on the health care sector 
The HIV/AIDS epidemic has affected the health sector in Zambia in various ways 
(MOH, 1999). Amongst the ways in which the epidemic is having a negative impact on 
the health sector is through high morbidity and mortality among health workers 
themselves. Despite the high levels of training and medical knowledge, health 
professionals remain a population that is vulnerable to HIV/AIDS (Feeley at al 2004). 
like other people in the general population, health workers are vulnerable to the same 
route of infection as the general public, but in addition they may contract the virus 
through contlct with AIDS f'cltlents. 
86 
At the institutional level, the epidemic is having a negative impact on the already over-
stretched medical sector (Zambia National HIV/AIDS/STDfTB Council 2000). The 
treatment of opportunistic STD infections in HIV-infected persons is expensive and 
has placed an unprecedented burden on the delivery of comprehensive healthcare. 
Furthermore, the high prevalence of HIV/AIDS-related illnesses and infections are 
contributing to increases in health expenditure in both the public and private sector. 
The Government of Zambia estimates that 45% of all hospital beds in the country will 
be occupied by AIDS patients by 2010 (Zambia National HIV/AIDS/STDfTB Council 
2000) 
At another level, caring for AIDS patients is an extremely demanding and stressful role 
for health professionals. High levels of stress may lead to greater absenteeism and 
staff may refuse to be transferred to regions of high HIV/AIDS prevalence within the 
country. Some health workers may have concerns about being infected in the process 
of providing medical care to patients. At the individual level, people living with 
HIV/AIDS generally have a range of health care needs, spanning diagnostic tests, 
primary health care, specific treatment of infections, hospitalisation and psychosocial 
counselling (Lamptey 2002). Where antiretroviral drugs are available, healthcare 
systems need to regularly monitor patients and manage their complex treatment 
regimes. 
3.5.3 The Impact of HIV/AIDS on education. 
As in other sectors of social and economic development, the high HIV/AIDS 
prevalence in the country is having a distinctive negative impact on the educational 
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sector. Kelly (2004) has observed that the HIV/AIDS epidemic has affected the 
education sector in Zambia in at least three ways. Firstly, the impact of the epidemic 
has reduced the number of teachers through illness and death: this seriously 
compromises the quality and quantity of education, even where teachers are available, 
they maybe sick and prone to absenteeism due to illness, attendance at funerals, 
patient care at home and psychological trauma. As a result, poorly qualified or 
inexperienced teachers are recruited to supply temporary cover. Many rural schools 
and colleges already suffer from limited numbers of qualified teachers, as they may 
opt for employment nearer to urban centres which offer better living standards and 
healthcare services. In 1998, the ministry of education in Zambia reported that 1,331 
teachers died as a result of AIDS (Zambia National HIV/AIDS/STDITB Council 2000). 
There is also an estimated of 40% HIV/AIDS prevalence among teachers. Apart from 
school being understaffed because of the high mortality rates among teachers, the 
productivity of teachers has dropped in part as a result of absences due to illness. 
Higher educational institutions are also affected, for instance in some universities 
deaths of administrators and academic staff mean that important experience and 
knowledge is lost. Another related factor is an increase in the average time that 
teachers take off work to attend funerals for their colleagues or students. Even when 
teachers are present in class, the Zambia National HIV/AIDS/STDITB Council (2000), 
observes that many teachers suffer from exceedingly high levels of stress, attributed 
to trying to tackle the immense and complex social situations associated with 
HIV/AIDS. 
Secondly, the epidemic has had an impact on the number of children being kept away 
from attending school. This is because the children might be needed at home to care 
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for sick family members or to work in the fields. Thirdly, some children have been 
forced to drop out of school because their foster parents or guardians cannot afford to 
send them to school, due to reduced household income as a result of an HIV/AIDS-
related death or illness. At sub-Saharan Africa level, more than 130 million children 
aged 6-12 years are not in formal education, two thirds of whom are girls (World Bank, 
2002). Of those who enter school, one out of ten does not complete an education 
because of losing their parents and/or the support that allows them to go to attend. 
The fundamental need for education in the building of a prosperous nation and 
democratic societies has meant that this problem has become a major concern in a 
number of sub-Saharan African countries. Education enables individuals and societies 
at large to absorb knowledge and adapt to technological changes. It has a direct 
influence on national productivity, which determines living standards and a country's 
ability to compete in global markets (World Bank 2002). Research indicates that 
economic growth increases with more education and declines with less. 
The death of teachers arising from the spread of the epidemic has also resulted in the 
loss of valuable social capital and signifies potential long-term damage accruing to 
human capital development efforts in the country. The effects of lowered investment 
into human capital of the younger generation will affect and undermining the prospects 
for economic and social development for the future. Lack of education also limits 
,]CCt'SS to Information about prevention and treatment of HIV/AIDS and related issues, 
~1t~rpetuating the problem. 
3.5.4 The Impact of HIV on households and families 
Many households in Zambia have felt the immediate impact of the HIV epidemic. This 
is because many families are the primary unit for coping with the disease and its 
consequences (UNAIDS 2000c, MoH 1999). The social and economic impact of 
HIV/AIDS begins as soon as a member of the household starts to suffer from an 
HIV/AIDS-related illness. As HIV-related illnesses begin to take hold, the family's 
source of livelihood is compromised as well as the capacity to purchase food and 
support their children. 
Families are then affected by the gradual physical decline of the ill person and the 
need for personal care. Families in which the infected person is the breadwinner suffer 
financially through increased expenditure for medical care. During the long periods of 
illness, the loss of income and the cost of caring for family members impoverish 
households. This puts tremendous pressure on household lives. Sulwe (2000) pOints 
out that households with AIDS typically spend a year's annual income meeting AIDS 
treatment and funeral costs. Furthermore, the disease draws on family resources and 
reduces the amount of time that adults have for outside income generating activities. 
As a result, many families end up being impoverished by illness and death, particularly 
those with little savings. Sulwe (2000) has observed that families also sell their 
meagre assets in order to raise money for the medical treatments. 
Furthermore, the relationship between poverty and the cost of AIDS to households can 
be visualised at two levels. First, AIDS can push households into poverty. Mounting 
expenditure and loss of income of the AIDS patient may result in impoverishment of 
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the household. Poorer households may be more severely affected than better-off 
households. Secondly, households that are already poor, may become further 
impoverished. In the event of death from the disease, funeral and other costs may also 
add to the burden of the household. In addition, in an environment of relative poverty 
and without savings, many families and children are destitute after the death of their 
parents. 
It has also been noted that the spread of the epidemic is Significantly impeding efforts 
to reduce poverty in the country (Kurschner 2001). As in many other countries, 
HIV/AIDS has been found to have a synergistic relationship with poverty. HIV can 
bring poverty and can promote HIV/AIDS, and the two are closely related, both in 
terms of their causes and effects (Cohen 1999). While poverty has long existed in 
Zambia, it is clear that the HIV/AIDS epidemic has exacerbated this condition. The 
early death of one or both parents in the family has often contributed to pushing the 
remaining members of the family into poverty. The immediate impact on the loss of a 
breadwinner in the family has left the remaining members of the family facing the risk 
of constraints in cash resources. The income situation may be constrained or become 
quickly insecure in times of sickness of the breadwinner or need to care for a sick 
family member. 
The high poverty prevalence levels in the country further exacerbate the impact of 
HIV/AIDS. More that 70% of the population in Zambia live in abject poverty. The high 
levels of poverty limit the exploitation and accessibility of social and economic rights 
such as education, health care, employment and social services. factors that, in turn, 
promote the spread of the epidemic (Zambia National HIV/AIDSISTDITB Council 
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2000). In rural areas HIV/AIDS in families has been associated with decreased 
productivity and increased household insecurity. For example, results from a FAD 
baseline study in Southern Province attribute a strong decrease in agricultural 
production and lower nutritional status among vulnerable households, i.e. households 
with chronically ill members; households headed by widows and households fostering 
orphans of HIV (FAO/FASAZ,2003). 
A family may also experience a decline of outputs from income generating activities, 
which will lead to a reduced access to healthcare and other services. Studies have, in 
addition, found that the loss of a breadwinner tends to reduce the economic viability of 
the households. It has thus become common for relatives to take orphans into their 
own home but this rapid rise in the number of orphans has overwhelmed the traditional 
support system and extended family (UNICEF 1998). Frequently, many of the 
households fostering orphans are themselves poor and taking in orphaned children 
represents a significant burden and may lead to a cycle of poverty. 
3.5.5 The Impact on HIV/AIDS on demography. 
The high HIV/AIDS prevalence in Zambia has resulted in an increased loss of life, 
which is having a devastating demographic impact on the population profile of the 
country (Fieldhouse 2001). Demographic indicators such as life expectancy in Zambia 
has dropped from 56 years in the 1970s/1980s; 45.5 years in 1995 and 37 years in 
1998 (UNDP 2004). Without AIDS, life expectancy might have remained at 56 years. 
In the current circumstances life expectancy is expected to decline further by 2010. 
Furthermore, the impact of HIV/AIDS on the demographic profile of the country is 
evidenced through a sharp increase in adult and child mortality rates. According to 
Baylies et al (2000), since the country attained independence in 1964, Zambia had 
experienced a drop in the child and adult mortality rates. The country had managed to 
develop the rudimentary welfare systems they had inherited at the time of 
independence and improved the living standards of their population (Bailies 2000). 
Death rates had begun to fall, childhood illnesses were being brought under control, 
health expectations rose and an increased number of children were able to benefit 
from the opportunity of an education. However, sadly, these positive gains are now 
being reversed, most appallingly revealed in the high mortality rates I have described 
above. The UNAIDS (2003) has further observed compelling evidence that suggests 
that the trend in HIV infections, resulting illnesses and deaths will continue to have a 
profound impact on rates of infant, child and maternal mortality, life expectancy and 
economic growth well into the future. 
3.5.6 HIV/AIDS In rural communities 
While HIV infections may occur across different households, the extent to which 
people become vulnerable and affected by HIV/AIDS will differ significantly depending 
on their level of relative poverty (Kurschner 2001). In many Zambian rural 
communities, the combination of a high HIV/AIDS prevalence and extreme poverty 
has created a number of contextual, environmental and social factors, almost entirely 
outside the control of most people. The poor inhabit rural communities in Zambia most 
of whom are peasant farmers. They sustain their livelihood by growing cash crops 
both for their own consumption and to sell locally. Kelly (2004) has observed that 
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these poor families may be faced with increased vulnerability because prior to HIV 
infection, their immune system may already be depressed due to their poor health 
and/or nutritional status. Many are faced with an inability to meet the costs involved in 
accessing health services. In the context of HIV/AIDS, there is also the problem of a 
greater likelihood of untreated sexually transmitted infections (STls) amongst the poor. 
This is because the poor may not have access or resources to obtain effective 
treatment for an STI. The presence of a sexually transmitted disease is known to 
enhance the risk of HIV infection. 
In addition to the risk of having an STI, most rural areas lack facilities for HIV/AIDS 
voluntary testing and counselling (VCT) (Kelly 2004). This leads to the lack of 
information on their own status or that of their sexual partner. In addition, Lamptey 
(2002) has observed that there is also an increased possibility of high-risk behaviour 
because of limited ability to access and/or store condoms correctly. Furthermore, the 
poor are also vulnerable to increased exposure to other health hazards such as 
malaria, TB or gastro-intestinal problems resulting from poor sanitation (Kelly 2004). 
Brummer (2002) has further observed that the poor in rural communities may also be 
exposed to the risk of infection as they migrate from place to place to in search of work 
and better living conditions. However, because of limited employment opportunities, 
many people who migrate from the rural areas to the urban areas often end up 
exchanging unemployment for over-crowding, poor housing, inadequate sanitation, 
poor health and educational facilities with similar situations elsewhere. Migration often 
places men in close proximity to high-risk sexual networks and often results in having 
an increased number of sexual partners. Furthermore, the absence of a male partner 
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may also lead to women in rural settings relying on sex to supplement their income 
while their male partner is away from home for long periods. 
3.5.7 HIV/AIDS and orphans 
One of the tragic consequences and legacies of the epidemic is the impact it is having 
on children. As the epidemic is predominantly affecting young adults in their 
reproductive years, it is creating a new generation of orphans. In Zambia it is 
estimated that there are close to 1,000,000 orphaned children (UNICEF 1998). The 
majority of these orphans have to live with extended family members or neighbours 
with 6% becoming homeless, and less than 1 % living in orphanages. Many orphans 
do not attend school or are forced out of school (Zambia National HIV/AIDS/STDITB 
Council 2000). In most cases grandparents are left to care for the young, and this is 
usually in a situation where these grand parents have little or no source of income. A 
new phenomenon in the country is a child-headed household: where altruistic children 
look after their own, younger siblings. As a result, many of these children are deprived 
of basic needs such as shelter, food, health and education. 
This vulnerability of children orphaned by AIDS, and that of their family starts well 
before the death of their parents, however. Haworth (1991), Nyirenda (1997), UNICEF 
(1998), Teasdale (1999), Mataka (2001), UNAIDS/UNICEF/USAID (2004) observe 
that the emotional anguish of the children begins with their parent's distress and 
progressive illness. This is compounded as the disease causes drastic changes in 
family structure, taking a heavy economic toll. requiring children to become care takers 
and bread-winners and fuelling conflict as a result of stigma. blame and rejection. 
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Children may care for dying parents and then see one or both parents die, with the 
emotional trauma that this involves. They then have to adjust to a new situation with 
little or no support. Not surprisingly, many suffer exploitation and abuse (UNAIOS 
2000b). 
The impact of orphans has had a tremendous strain on the extended family and the 
social systems to provide orphans with care, resources and social guidance. Although 
child-fostering was common in many rural societies - not just as a means of providing 
for orphans, but as a normal part of offering emotional support within the extended 
family- in light of the harsh economic realities this is now becoming increasingly 
difficult. Many families that would ordinarily accept orphans are themselves already 
faced with problems providing adequate nutrition and welfare for their own families 
and may lack the necessary resources to support an additional member of the family. 
For this reason many orphans found in this situation live in disadvantaged conditions, 
including being removed from school because their guardians cannot afford their 
education. It has also been found that some orphans may experience high morbidity 
and mortality due to poor nutritional status. Children not accepted by the extended 
family system can become homeless. 
Coping strategies differ between families and may include female members of the 
family being married at a younger age or being fostered by another family. The 
incidences of fosterage are counterbalanced however, by the need for child labour in 
the household. Female orphans are often preferred over male orphans because they 
can provide domestic labour as well as a 'bride price' on marriage (Sulwe 2000). 
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3.S.S Impact of HIV/AIDS on prospects for sustainable development 
Undoubtedly, the devastating effects of AIDS among individuals and families is 
affecting the country's overall economic performance (Bollinger and Stover 1999). This 
has become an issue of concern at both national and household levels. At the national 
level, the loss of experienced workers and of young professional, men and women 
who are expected to contribute to the development of the country is erasing gains that 
had been made in social capital development. 
At household level, it is observed that because of illness or death among adults, many 
poor households are unable to afford to send their children to school. Adults aged 15-
50 are usually the economic 'backbone' of their families and communities, on whom 
both young children and elderly parents rely for support. The illness and death of 
these individuals in their active and economical prime results not only in lower 
incomes for surviving family members, but also in all other sequelae of poverty, 
including decreased health and reduced investment in the survivors' future 
productivity. As a direct consequence of this scenario in rural communities, Wallman 
(1998) in a study conducted between 1996-1997 in Southern Province in Zambia, 
found that in a number of rural communities, teenage boys were vulnerable to being 
taken away from school in order to assist with farm duties when their parents died. 
As previously discussed, women suffer a greater likelihood of being infected by 
HIV/AIDS, especially when young, and in addition, women and girls are commonly the 
first victims of the economic crisis that AIDS brings to the household (Sulwe 2000). 
When adult household members become sick with AIDS the household income falls, 
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and living costs and the burden of caring rise considerably. This often leads to girts 
being withdrawn from school, both in order to economise and because girts are 
traditionally expected to look after the sick, the young and the old. In situations of 
poverty, girls who find themselves in extremely difficult family circumstances because 
of HIV/AIDS are at risk being drawn into transactional sex. Understandably, sex may 
be perceived by them to be the only sellable commodity that they can offer to earn 
money to support their family. 
The pattern of children being denied their education is being repeated countrywide 
with orphans who have lost one or both parents being less likely to attend school 
(World Bank 2003). These are children already living in an impoverished environment 
and the lack of education and parental care raise serious concerns for the children's 
own personal growth and development. A specific concern raised by the Wortd Bank 
(2002) is that the lack of education is likely to affect the country's capacity for 
sustainable development. The lack of education threatens the lack of accumulation of 
social capital and its transfer within or between generations. The concept of social 
capital is variously defined in the sociological and development literature. One of the 
most well known proponents of social capital is probably Putman. He describes social 
capital as a feature of civic and community social organisation such as trust, norms 
and networks that work to improve the health, wealth and industry of a community. In 
Campbell et al (1999) Putman defines social capital in terms of four characteristics. 
These are: the existence of community networks, civic engagement (participation in 
these community networks) local identity and a sense of solidarity and equality with 
other community members and norms of trust and reciprocal help and support. 
Bebbington (1999) demonstrates that it is the interaction between natural capital, 
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human capital, cultural capital and produced capital which enhances human wellbeing 
and development. 
When these concepts are applied to the problem of HIV/AIDS, it becomes evident that 
one of tragic consequences of the epidemic - as I have examined in detail throughout 
this chapter - is the loss of human life and resources which subsequently affects the 
levels of social capital available for sustainable development. As Bourdieu (1997) 
observes, sustainable development can only be achieved and sustained by enhancing 
the wellbeing of today's individuals as well as that of future generations. According to 
Bourdieu (1997), this requires both the protection of and increasing the reserve of 
available human capital and social capital. With the increasing large numbers of 
professionals such as teachers and administrators dying from infection, coupled with 
the denial to the young generation of quality education, the spread of the HIV/AIDS 
epidemic is increasingly threatening the prospects of sustainable development for the 
country. This portends a decrease in social capital accumulation, which in tum, will 
affect social cohesion. 
To cite one example, education and health can be an important starting point for 
sustainable development (Oxfam 2003). As well as being a human right, literacy and 
numeracy skills are one of the most significant factors in poverty reduction equity and 
participation in civil society. It yields both private and social returns. As observed by 
Becker and Joseph (1974), continued education and professional experience, of 
regular good health care and adequate food and nutrition provide a solid foundation 
for sustainable development. The scale of HIV/AIDS infections coupled with the social 
and economic consequences that the epidemic is having on the population and 
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particularly on the poor in rural communities necessitates the urgent need for 
intervention. 
3.6 Zambia's response to the HIV/AIDS epidemic 
The Zambian Government and various stakeholders have long identified the need to 
stem the spread of the epidemic because of the social and economic consequences it 
is having on the country. For this reason, in the absence of a vaccine and/or a cure for 
HIV/AIDS, prevention has been the cornerstone to the national response through the 
coordinated efforts of the Government and of civil society (MoH 1999, Sulwe 2000, 
Zambia National HIV/AIDS/STDITB Council 2000, Lucas 2004). To this effect, the 
major interventions for HIV prevention have been raising awareness and influencing 
behaviour change, voluntary counselling and testing, prevention of mother to child 
transmission, promotion of condom use, case finding and treatment of STl's and 
provision of safe blood and blood products (Zambia National HIV/AIDS/STDITB 
Council 2000). This coordinated response was initiated early at the onset of the 
epidemic when it was recognised that the epidemic was cross-cutting and multi-
dimensional as evidenced in its impact on all sectors of the economy. Hence, the 
responses required needed to be broad and mUlti-dimensional. This has shaped the 
ensuing response to the HIV/AIDS epidemic. 
To this effect, the National AIDS Surveillance Committee (NASC), charged with the 
task of formulating policies and co-ordinating all activities regarding the prevention and 
control of AIDS, was established in 1986. 
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The first Medium Term Plan (MTP 1 1988-1992) focused on ensuring blood safety. 
promoting awareness and HIV/AIDS knowledge, establishing HIV counselling 
services, developing clinical AIDS management guidelines and minimizing stigma. 
Zambia was among the first countries to recognize and respond to AIDS. In contrast to 
North America and Europe, where community organizations led AIDS responses, in 
Zambia as elsewhere in Africa, the Government led the response, and successfully 
instilled widespread awareness and factual information. However, neither effective STI 
treatments nor condoms were widely accessible. Increased awareness and knowledge 
was not translated into safer sex behaviour. The campaign did not challenge the 
different sectors of society to define their own initiatives, assume responsibility and 
leadership and develop their own social norms in support of safer sexual behaviour. 
The second Medium Term Plan (MTPII: 1994-1998) represented a major step forward. 
To ensure a coordinated, rationalized response the AIDS, STI and T8 programmes 
were integrated. The integrated programme sought to foster political commitment at 
the highest level, develop intersectoral approach encompassing all government 
ministries, the private sector and civil society, fully involve people with HIV/AIDS, 
increase access to STD care, strengthen condom promotion and distribution, control 
TB and develop effective AIDS impact mitigation strategies. This approach was based 
on the premises that while the NASTLP would continue to carry out its mandate, each 
Government ministry would be a partner in the effort to combat HIV/AIDS. Each 
ministry has subsequently appointed a Focal Point Person(s) (FPP) to coordinate the 
work related to HIV/AIDS using their comparative advantage. 
The term 'comparative advantage' refers to the opportunities an organization or 
institution has to influence activities in its mandated area of operation. Instead of 
duplicating the activities of the Ministry of Health and other government ministries, 
NGO's and the private sector are encouraged to incorporate anti-AIDS strategies into 
their normal programme activities. To facilitate this process, they are encouraged to 
develop micro level HIV/AIDS policies that harmonize with macro level policy 
guidelines and strategies in their mandated areas of operation. 
Since 1996 the government has sought to harmonize AIDS responses with the health 
reforms, which seek to streamline and integrate vertical programs within the central 
Board of Health and to emphasize consolidated district level capacity building. To 
date, there have been significant and encouraging achievements in all five areas of 
response which are: Information and Communication (IEC); Epidemiology; Clinical 
Support and Laboratory Services and Management. However, implementation is 
hampered in these sectors, at national, provincial and district levels, by lack of 
resources. This includes the lack of experienced personnel; integration of AIDS work 
into Primary Health Care (PHC) structures; civil services (workplace) decentralization 
of AIDS management (especially at district level) and development of integrated 
community-based responses to HIV/AIDS, despite the community-based nature of the 
required interventions. 
3.7 Impact of prevention measures. 
As a result of these interventions, there are a number of achievements that have been 
made to address the high HIVAIDS prevalence in the country. Some of the significant 
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outcomes of these interventions are that the Joint United Nations Programme on 
HIV/AIOS (UNAIOS) reports that the rate of infection across the country among 
pregnant women under the age 20 dropped from 2% to 17% between 1993 and 1998. 
In the rural areas, infection rates in this group dropped from 14% to 6% in the same 
period (UNAIOS 2003). The country has also seen a decline in HIV prevalence and 
likely incidence (the rate of new infections) among the youth in urban areas (Bessiger 
et al 2003). These declines are attributed to various HIV/AIOS prevention intervention 
that have been carried out in the country. The study found that both young men and 
women in Zambia, especially in urban areas, delayed their first sexual encounter by 
one year. The percentage of 15-19 year old urban women reporting ever having sex 
dropped from 56% to 40% between the early and late 1990's. For urban males, an 
even sharper decline from 67% to 34% took place between the middle and end of the 
decade. 
3.8 Conclusion 
This chapter has fully described the HIV/AIOS epidemic in Zambia. It has highlighted 
that the HIV/AIOS epidemic is driven by forces of social and economic vulnerability 
that inhibit people's capacity to control their risk of infection. Similarly, the social and 
economic impact of the epidemic depletes the capacity of a society and individuals to 
respond. Using empirical findings from various studies, I have shown in this chapter 
that the impact of the epidemic is evident across all social and economic areas. In 
both the private and public sectors, HIV/AIOS is affecting productivity through its 
burden of sickness, absenteeism and loss of life. 
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At the macro level, in addition to having a sustained impact on all sectors of social and 
economic development, the epidemic has, over the past 30 years, evolved into a 
major and complex public health concern with large numbers of young adults, both 
men and women, dying in their most productive and reproductive ages. As a 
consequence, the epidemic has decreased the rate of life expectancy, leaving many 
orphaned children (Jackson 2002, Hubley 2002, Fieldhouse 2001). 
Although a national survey of sexual behaviour provides evidence that high risk sexual 
practices are on the decline (CSQZ 2002), the current trajectory of the HIV/AIDS 
epidemic is unlikely to change quickly unless the country scales up its response to the 
spread of the epidemic. The growth of the epidemic will continue to pose a serious 
health concern for many Zambians and the numbers of adults becoming newly 
infected with HIV/AIDS will increase. 
Given that 80% of infections in Zambia are transmitted through heterosexual 
intercourse, this underpins the necessity for men's active role and participation in 
HIV/AIDS risk preventions efforts. This is further augmented by that fact that in many 
societies contemporary notions of masculinity ensure that men have an influential role 
in sexual decision-making. This subsequently influences the capacity for a family to 
protect themselves against the risk of infection, and for this reason, men constitute a 
special interest group in the fight against HIV/AIDS. 
It can therefore be argued that men are important allies in efforts to address the 
spread of the epidemic. This is emphasized by the number of studies which have 
shown that most heterosexual transmission of the infection has taken place within the 
104 
context of unequal gender relations. The call for male involvement in HIV/AIDS 
prevention is further supported by empirical findings that men who are educated about 
reproductive health issues are more likely to support their partners in reducing the risk 
of HIV infection in a marital relationship (FHI 1998) 
Although there are a small number of projects that target men for enhanced 
involvement, this approach remains a relatively novel concept in Zambia. For this 
reason most of the projects promoting the concept of male involvement in HIV/AIDS 
risk prevention in the country are small-scale and many have not been well evaluated 
with respect to their impact on women, men, or their cost effectiveness. Furthermore, 
although men share the same patriarchal divide, it is difficult to extend the lessons 
learnt from these projects to other communities because of the differences in the 
social, cultural and economic context that may exist in different settings and which 
may influence the social construction of masculinity and HIV/AIDS sexual risk-taking 
behaviour. 
This shows that it is difficult to use one example of success as a model of good 
practice. Furthermore, changing HIV/AIDS sexual risk-taking practices requires the 
need to challenge gender inequalities and the dominant concepts of masculinities, 
often at the centre of the HIV/AIDS epidemic. To succeed, such efforts are dependent 
on challenging the socialization processes, the social economic and cultural context in 
which such masculine identities are constructed. For this reason, one of the key and 
fundamental issues in the discussion of male involvement in HIV/AIDS risk prevention 
is the need for a critical analysis of the particular context in which masculinities are 
shaped, this is before any intervention involving men can begin. 
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Therefore, the purpose of this study is to obtain a sound contextual analysis. which 
can thereby increase the efficiency in programme development and planning of 
interventions aimed at male involvement and participation in HIV/AIDS risk prevention 
efforts. There are various theoretical concepts that underpin notions of masculine 
identity and how these are constructed, which relate to wider social conditions in the 
Petauke district. With the objective of achieving a better understanding of male 
HIV/AIDS risk-taking behaviour in marital relationships. it is to these issues that I will 
turn to in the next chapter . 
•••••••• * •••••• *** •••• ** ••••••• **.**** ••••••• 
106 
Chapter Four: 
Theorising Masculinity 
III~ 
4.0 Introduction 
This chapter explores the construction of masculine identity and its relevance to the 
analysis of the risk of HIV/AIDS transmission in heterosexual marital relationships. It 
acknowledges that there are several prominent perspectives on this issue. These 
perspectives include a biological determinist theory, the psychoanalytical perspective, 
and a number of social constructionist approaches. 
I will begin by discussing the contested nature of different meanings ascribed to the 
term 'masculinity' and the assumptions that it is based upon, as well as the 
implications that ensue from these meanings. Specifically, and for the purpose of this 
chapter, the key theoretical perspectives mentioned above are discussed, and how 
these provide an understanding of how masculinity is constructed. This analysis 
argues in favour of a postmodern social constructionist perspective as a basis for 
exploring the association between masculine identity and the risk of HIV/AIDS in 
heterosexual marital relationships. The discussion then further highlights the 
significance of this standpoint for specific features of men's health behaviours, 
relevant to HIV/AIDS transmission. 
In conclusion, I argue in this chapter that if the masculine identity that men adopt is 
socially constructed it may be possible, in the interest of HIV/AIDS risk prevention, to 
'remodel' gender identities. This means challenging the harmful ideologies of what it 
means to be a man in a specific locality and which sustain and reproduce gender 
inequalities between men and women, and in turn, enhance the risk of HIV/AIDS 
transmission in heterosexual marital relationships. 
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4.1 The concept of masculinity. 
To begin. it is evident from the available literature that the definition of the term 
'masculinity' is problematic. Many disciplines have discussed masculinity in often quiet 
polarized discourses. Resulting theories and accounts have failed to describe 
adequately its complex structure. This has led to the failure to provide a robust model 
of masculinity (Imms 2000). Writers on the subject of men and masculinity such as 
Connel. (1995). Kimmel (1987). Sabo and Gordon (1993). Edley and Wetherell (1995), 
point to the difficulty in arriving at a conclusive explanation of what determines 
masculinity, which arises in part from the divergence and complexity of ideological 
positions on the subject. For this reason, the explanation of what accounts for men's 
identities and social behaviour continues to remain highly contested. In the light of this 
diversity, there is a continuing debate as to whether it is nature or nurture, which 
shapes masculinities. This complexity has led Edley and Wetherell (1995) to describe 
masculinity as both a social and psychological phenomenon, inextricably bound up 
with history, culture and systems of the structures of power. They further observe that: 
"In viewing men from a number of different theoretical perspectives, we are 
trying to emphasise that there is no single correct theory on masculinity. 
Perspectives cannot be labelled right and wrong. (For example), as one walks 
around a sculpture or any other three-dimensional object, the views one obtains 
are all in some sense equally valid. However this in no way implies that they are 
always equally useful or insightful." (Edley and Wetherell 1995:106) 
While keeping this caveat firmly in mind, in this thesis I aim to work from a social 
constructionist theoretical perspective, as the basis for analyzing the association 
between masculinity and the risk of HIV transmission in marital relationships. The 
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choice of this theoretical perspective is because many social scientists and 
epidemiologists have come to recognize the importance of social and cultural 
practices in explaining the construction of men's masculine identities (Connel, 1995, 
Hearn 1998, Kimmel 1997, Brittan 2001, Sabo and Gordon 1993). This theoretical 
perspective develops from the assumption that the construction of masculine identity 
is a complex process, mediated and reproduced through individual perspectives, 
interpersonal interactions, social practices and cultural adaptation (Sabo and Gordon 
1993). From this perspective, women and men think and act in the ways that they do, 
not simply because of role identities or psychological traits, but because of concepts 
about masculinity and femininity that they adopt from their culture (Pleck et al 1993). 
While a social constructionist perspective has taken precedence in the social 
sciences, its influence in shaping men's identity has strongly been contested by 
biological determinist theory. The divergent positions on whether it is nature or the 
environment which influences the construction of a masculine identity are reflected in 
what has popularly come to be known as the 'nature and nurture' debate on gender 
identity. While both schools of thought believe that masculinity is a useful tool to 
explain men's standpoint and behaviour, these polarized propositions diverge in their 
account of what determines men's masculinity (Greg et al 2002). Proponents of the 
biological determinist theory argue that gender differences are physiological in origin, 
derived from instinctual, hormonal, morphological, neurological or phylogenetic 
endowments. Because biological determinism challenges a more social, cultural view 
of the concept of masculinity, I will briefly outline the key features of this perspective. 
4.2 Biological determinist theory. 
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From a biological determinist perspective, there are fundamental physiological 
differences between men and women. For instance, it is argued that men's nature is 
determined by the presence of the V-chromosomes and high testosterone hormones 
in their bodies. Proponents of this perspective argue that masculinity in the form of 
male attitudes and behaviour follows as a consequence of this organic structure, 
particularly through the stimulation of the production of male sex hormones 
(androgens), which act directly upon the body's vital organs including the brain. 
This perspective further argues that one of the ways in which male behaviour is 
distinguished from female behaviour is that males appear to be more aggressive than 
females. For this reason, it is further argued that this behaviour has historically 
improved male chances of survival and that men's political, economic and cultural 
privileges arise from this biologically determined masculine advantage. Goldberg 
(1998) argues that men are different from women because of genetic coding and the 
high levels of testosterone and physical energy, which encourage men to aspire to 
levels of authority and risky behaviour. He further argues that this is also variously 
reflected in genetic predisposition to aggression (in contrast to the passivity of 
femininity), physical strength (in contrast to the weakness of femininity) and sexual 
drives (in contrast to the sexual reserve of femininity). Essentially, this explanation 
sees masculinity as man's nature, including male violence as a biological attribute. 
This approach to understanding men's masculinity has however been criticized for its 
reductionist explanation of the influence of complex social networks that construct 
men's masculinities. Thus, men's nature cannot be reduced to just flesh and blood; 
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biological determinism cannot take account of the role of complex and diverse social 
systems and conditions shaping and influencing male attitudes and behaviour. 
4.3 Psychoanalytical perspective 
A second influential perspective on masculinity is derived from psychoanalytic theories 
(Connel 1995, Edley and Wetherell 1995). According to those working within the 
psychoanalytical tradition, the reproduction of masculinity is not a matter of genes and 
hormones but feelings and thoughts, fantasies and experience. They locate the 
reproduction of masculinity as generally lying within family relations. In this, the work 
of Freud, in the late nineteenth and early twentieth centuries was of seminal 
importance. Freud hypothesized that children come into life with certain innate drives 
that push them towards particular forms of action and physical satisfaction. For this 
reason, Freud saw the process of raising a child, male or female, as inevitably a 
troubling business, full of conflict, censorship and repression, since the child begins 
life impelled by their own strong desires and instincts. According to Freud, childhood 
involves a struggle in which the child must learn to sublimate his or her desires in the 
face of the power of the real word: 
'To become civilized adults, children must move from their original, primitive 
and anarchic state, to a situation where strong desires can be can be held in 
check and aimed at socially sanctioned goals. Becoming human involves a 
conflict between two sets of forces - the child's drives and inhibitions which 
arise from interactions with parents and others, who act as representatives of 
society and the reality principle.' (Edley and Wetherell 1995:41) 
As quoted in Connel (1995) and Edley and Wetherell (1995), Freud argues that when 
children are born, they do not have an innate predisposition to behave in masculine 
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ways, or potential for a specific built-in form of gender-related behaviour. The instincts 
that children have in infancy are not particularly masculine or feminine; they are simply 
drives to satisfy hunger or needs for physical security or (more controversially) a set of 
sexual and aggressive drives. Masculine and feminine forms of drives towards sexual 
pleasure are mediated through relationships with parents, specific to male or female 
children. But he also argues that children are not clay that can be modeled easily into 
shape; they are active in their socialization. 
Although Freud's theories have contributed greatly to our understanding of the 
possible links between sexual drives and the making of gendered identities, his 
psychoanalytic theory has been criticized for laying emphasis on an unconscious or 
psychic reality divorced from wider social conditions. Importantly, Freud's theories do 
not take full account of the ways in which social conditions may shape behaviour, 
including gendered differences. A further difficulty is that due to the focus on material 
at a subconscious level, psychoanalytic concepts can never be verified through 
empirical scientific enquiry, nor systematically tested or evaluated (Edley and 
Wetherell 1995). 
4.4 Social constructionist theories. 
A number of social constructionist theories have been employed in attempting to 
explain the construction of masculine identities. Prominent among these are the 
following theories: 
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4.4.1 Sex Role Theory. 
Sex role theory is an established social scientific perspective (Ed ley and Wetherell 
1995). The theory is positioned at the interface between psychology and sociology and 
draws attention to the fact that most people, for the majority of their time, behave in 
ways that are 'socially prescribed', that is based on expectations which are socially 
acceptable. According to Joseph Pleck (1981) 'sex role theory', constituted the 
dominant paradigm in understanding the difference between men and women. The 
theory is based on the differences in social, productive, and reproductive roles and 
responsibilities that arise from natural characteristics, such as differences in physical 
strength between men and women. As the name suggests, this theory is founded 
upon a theatrical or dramaturgic metaphor, in which all social behaviour is viewed as a 
kind of performance. 
Edley and Wetherell (1995) observe that sex role theory suggests that people are like 
actors on a stage playing out parts that have been assigned to them. Viewed in these 
terms, masculinity is seen as an act rather than an essence. It exists as a set of lines 
and stage direction, which all males have to learn in order to perform. This theoretical 
perspective conceives masculinity and femininity as two opposing types of personality. 
located on either end of a single bipolar dimension. Masculinity and femininity are 
seen as variable and flexible states. These differences are traced through a process 
akin to Darwin's theory of natural adaptation, explaining that from historical primitive 
times, men were responsible for hunting, fighting and protection of the territory, while 
women had responsibility for reproduction and domesticity. 
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This notion of the social arrangement in male/female social relationships has, 
according to Goldberg (1998), been passed on from generation to generation. 
Goldberg further suggests that in early cultures, marriage existed as an integral part of 
the human division of labour. If either man or woman failed to fulfill the expected roles 
or functions, there would be little chance of survival because of the hostile 
environment that existed. Thus, the expectation of strength, power and sexual 
competence forms the basis of male roles. 
Although this theory is still commonly employed in analYSing gender, it has been 
criticised for implying that gender represents fixed, static and mutually exclusive role 
containers (Kimmel 1987) and for assuming that women and men have innate 
psychological needs for gender stereotypical traits. It has further been described as 
being essentialistic and deterministic and inadequate in capturing the complexities, 
contradictions and contingencies of gender identities and relationships (Arnot and 
Weiner 1987). This is because the sex role socialisation theories foster the notion of a 
singular female and male personality, a notion that has been effectively disputed and 
obscures the various forms of femininity and masculinity that women and men can and 
do demonstrate. 
A further criticism of sex role theory relates to the ambivalence inherent in the 
framework upon which this theory is grounded. According to Connel (2000), this notion 
of sex roles defines expectation, and attaches a biological status to oppression in the 
sex roles. This arises from the fact that the model explains gender inequality and 
hierarchy in terms of men's perceived natural superiority. Lindsley (1997) explains that 
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this ahistorical perception of gender relations masks or underplays the significance of 
socialisation in the making of men and women. At the same time, the deployment of 
'nature' as a key category, common in scientific discourse and informing psychological 
concepts, has the effect of neutralizing questions of social justice in gender relations, 
suggesting that they are determined by an underlying natural force. 
4.4.2 Socialisation theory. 
Socialisation theory views the primary factors that shape and influence men's 
construction of their gender identity and social behaviour as learning and the social 
environment, and not biology or psychology (Kimmel 1987, Hearn 1998, Lindsley 
1997, Connel 2000, Sabo and Gordon 1993, Brittan 2001, Edley and Wetherell 1995). 
This perspective proceeds from the assumption that people learn their appropriate 
roles and expectations through the process of socialization. In other words, values are 
mediated and reproduced through socialization. From this perspective, women and 
men think and act in the ways that they do, not because of their role identities or 
psychological traits, but because of concepts of masculinity and femininity that they 
learn from their peers, family and culture (Pleck et al 1993). 
Lindsley (1997) describes socialisation as a lifelong process, through which individuals 
learn their culture, develop their potential and become members of a society. This 
socialisation process starts from an early age in childhood within the family and is 
reinforced by peer pressure, cultural expectations and the influence of the media, 
resulting in individuals adapting to a variety of socially and culturally determined social 
roles. This might mean that men are expected to have multiple sexual partners or that 
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violence is an acceptable means of asserting power and resolving conflicts (De Keijzer 
1995, Sampath 1997). Women, too, learn the imprints of domestic and motherly roles 
from childhood through a process of socialisation (Obbo, 1980). 
As a critical process in social life, socialisation requires social interaction as the nonns 
of a particular society are learned, personality is also shaped, and gender roles and 
attributes are defined. Thus, gender roles are learnt and vary from culture to culture 
and from generation to generation and amongst individuals. In this same connection, 
Kimmel (1987), points out that gender is constructed from culture and subjective 
meanings that constantly shift and vary depending on time and place. Thus, gender 
can be described as socially constructed and the definition of masculinity and 
femininity as the interplay between a variety of social forces. 
Against this background, De Keijzer (1995) and Sampath (1997) cite examples of how, 
in some cultural and historic contexts, men's promiscuity may be condoned as an 
expression of masculinity, and women perceived as passive recipients of male 
passion. Furthennore, De Keijzer (1995) and Sampath (1997) have recognised the 
connection between such social phenomenon and HIVIAIDS transmission. They have 
argued that learned ideological nonns of masculine promiscuity create social pressure 
for men and boys to risk infection, and create barriers to their use of HIV/AIDS 
prevention, care or support services. 
In a growing body of literature on HIV/AIDS sexual behaviour and attitudes, it has 
been noted that sexual relations at a young age have implications for both present and 
future sexual behaviour. It has been demonstrated that men who engage in early 
sexual activities are more likely to report extra marital sexual relationships than men 
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who initiate sexual activity later. Early sexual initiation and multiple premarital partners 
may establish a pattern of sexual conduct that persists into later sexual life (White et al 
2000) 
4.4.3 Postmodern social constructionist perspectives: masculinities as fluid 
and context specific phenomena. 
4.4.3.1 Postmodern social constructionist perspectives 
Connel (1995) theorises masculinity from a postmodern social constructionist 
perspective. The postmodernist perspective defines social constructionism as a 
movement that has arisen from, and been influenced by, a variety of disciplines and 
intellectual traditions (Burr 2003). Its multi-disciplinary background means that it has 
drawn its ideas from a number of sources: French philosophers, notably Foucault and 
Derrida; wider sociological debates, and contemporary concerns in social psychology 
(Burr 2003). 
Hoffman (2001) has similarly described a social constructionist approach as one 
based on the ideology that there is no such thing as objective, knowable 'truth'. This 
theoretical perspective from postmodernism argues that knowledge is never stable or 
certain. It is constructed through social interactions and inter-subjective influences, 
including language. family and culture. The basic contention in this theorisation is that 
reality is negotiated. That is, what we perceive as reality has been shaped through a 
series of social, cultural, interpretative and negotiated interactions and processes. 
Thus. the development of a concept is a social phenomenon. a fluid process that 
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evolves within communication (Hoffman 2001). It is further argued that it is only 
through the interaction of social/cultural processes, with the 'interpersonal self i.e. 
ideas, beliefs, history, that the construction of knowledge is nurtured. 
This conceptual underpinning argues against the privileging of a naturalised or 
essentialised position. In the postmodernist view, there is no notion of 'universal truth'. 
'Reality' or the 'real' is constructed and reflects constraints of time, place, and 
prevailing notions concerning ethnicity, class, gender and sexuality. Consequently, 
attempts to establish transhistorical or transcultural validity for ideas or points of view 
are seen as futile (Burr 2003). Instead, postmodem thought emphasises a form of 
subjectivity that is fluid rather than static. 
Subjectivity as used by postmodern thinkers does also refer to a subjective sense of 
self that includes agency - the capacity for thought and action arising from individual 
motivation (Connel 1995). This is as opposed to the idea of individual thought and 
activity being totally driven by concepts - or those in power - that are culturally 
dominant. 
Applying this theoretical perspective to the social construction of masculinity produces 
the understanding that masculinity is not a universal, unchanging. biologically 
determined 'natural' state. Instead, unlike the biological state of 'maleness', 
masculinity constitutes a gendered identity constructed socially, historically and 
politically. It is also argued that both men and women are actively involved in 
constructing their own gendered identities, accepting, rejecting or modifying the 
various models and messages that society provides. 
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Like femininity, masculinity also represents a cultural interpretation of 'maleness' 
acquired through participation in societies, communities and institutions. As such it 
operates at different levels. At one level, it is a form of identity, a means of self-
understanding that structures personal attitudes, power relations and behaviour. At 
another, distinct but related level, masculinity can be seen as a form of ideology, in 
that it represents a set of cultural ideals that define appropriate roles, values and 
expectations for and of men. 
The diversity and plurality of the social and cultural character of masculinity is 
evidenced by cross-cultural variations in masculine styles and by historical changes in 
the dominant definitions of manhood (Leach 1994). Thus, the implication of a 
Postmodernist understanding of masculinity is that it rejects an essentialist and uni-
dimensional conceptualization of masculinity as a coherent homogeneous group. 
Instead, it stresses the multiplicity of masculinities (Gilbert 1998, Mac an Ghaill 1996, 
Connel 1995). It also locates masculinity as a gender construct, where an individual or 
'subject' is not a passive recipient of specific gender roles and responsibilities 
imprinted upon or socialized by society but as a subject imbued with agency and self-
knowledge even if this is fractured by conflicting identities and social pressures. 
Further, this theorization of the gendering process has shifted attention from roles that 
males and females learn, to an understanding of the forming of gender identities as 
relational, multiple and processual; hence the re-conceptualisation of masculinities 
and femininities that are constructed in opposition to each other in social interactions. 
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Furthermore, Cannel (1995) observes that gender identities are interwoven with power 
and can take on dominant, hegemonic, subordinate and marginalized forms, which are 
increasingly recognized as historically and culturally located. Kaufman (1995), Mac an 
Ghaill (1996) allude to a similar description of multiple masculinities and attribute these 
this to the existence of different forms of structural power and powerlessness among 
men. 
4.4.3.2 The fluid nature of masculinities 
To this effect Cannel (1995), in his highly influential text Masculinities, describes 
masculinity as a relational construct, within the context of gender relations. He argues 
that masculinity is not a matter of an unchanging male identity, but inherently an issue 
of power relations in gender relationships. For this reason, he defines masculinity as: 
'Simultaneously, a place in a given gender relationship, and a practice through 
which, men and women engage that place in gender and the effects of these 
practices in bodily experience, personality and culture' (Connell, 1995:71). 
Cannel (1995) argues that as a relational concept masculinity is not static and is 
always shifting. This explanation means that men, like women are gendered beings 
and both contribute to and are affected by gendered power structures that are 
interwoven with other hierarchies. This definition warns that masculinity is not the 
property of men and reminds us to be wary of using the term as such. The notion of 
masculinity cannot be tied to a form of fixed gender identity, but is, rather, a floating 
'signifier' i.e. it does not give credence to a fixed sexual identity in terms of masculine 
or feminine characteristics. 
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Masculinity in this context is not defined as a stereotypical sex or gender attribute, but 
more as a fluid manifestation of unequal power relationships. From this perspective, 
masculinity is both a product and a determinant of social relations that legitimise and 
sustain men's power over women. It is inherently about relations between women and 
men, as well as relations among groups of women and among groups of men and 
subject to change (Greg et al 2000). It exists in the context of relations of power not 
only between but also within the genders. 
In this context, unlike a stereotypical sex role, social constructionist perspective, the 
postmodern social constructionist perspective, lays emphasis on how the social 
environment influences gender relations in a more fluid form. Emphasis is placed on 
the ongoing nature of the social construction of gender identities and relationships 
between men and women (Doyal 2000). From this perspective, gender is therefore not 
a static category but rather a set of socially constructed relationships, which are 
produced and reproduced through people's actions. Courtney (2000) further describes 
this perspective as derived from the view that both men and boys are not passive 
victims of a socially prescribed role, nor are they simply conditioned or socialised by 
their culture. Men and boys are active agents in constructing and reconstructing 
dominant norms of masculinity. 
4.4.3.3 Masculinities as context specific 
At the same time, because gender relations are shaped, performed and reproduced 
within a specific cultural, societal and individual context, there are bound to be a 
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variety of different context-bound forms of masculinity (Hearn 1998, Connel 2000, 
Brittan 2001). This means therefore, that the concept of masculinity will differ 
according to the social and cultural background in which it is defined and amongst 
individual men (Sampath 1997). As expressed by Sabo and Gordon (1993), all men 
are not alike: nor do all male groups share the same stakes in the gender order. 
'At any given historical moment, there are competing masculinities - some 
hegemonic, some marginalized, and some stigmatized - each with their 
respective structural, psychosocial and cultural mooring' (Sabo and Gordon 
1993: 10) 
This, in essence, means that there is no single masculine identity, rather that there are 
several masculinities. As Kimmel (1987) states, 'it is more accurate to speak about 
masculinities and femininities than positing a monolithic gender construct' (Sabo and 
Gordon 1993). Just as men exercise varying degrees of power over women, so they 
exercise varying degrees of power among themselves. Thus, men stand vulnerable to 
violence by fellow men. As described by Courtney (2000): 
"Masculinities are configurations of social practices and produced not only in 
relation to femininities but also in relation to one another. Dominant 
masculinities subordinate lower status marginalised masculinities such as 
those of gay, rural or lower class men' (Courtney 2000: 1391). 
This position is also alluded to by Connel (2000), who states that to recognise more 
than one kind of masculinity is only a first step. It is also important to recognise the 
relations between the different kinds of masculinity (relations or alliances, dominance 
and subordination). These relations are constructed through practices that may 
exclude and include, that intimidate, exploit and take many roles. 
4.4.3.4 The tension between structure and agency 
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Although this study has chosen to draw on a social constructionist approach, there is a 
fundamental tension which this theoretical perspective needs to negotiate. This is the 
controversy concerning the degree to which it is 'society' or 'the individual' that 
influences and shapes what it means to be a human being, including knowledge and 
understanding (Burr 2003). To put the issue in more frequently used terms: in 
sociology long running debates have evolved concerning the tension between the 
influence of structure and agency in constructing knowledge. Both positions are 
potentially problematic for the theoretical resonance of social constructionism, leading 
on the one hand to the apparent denial of the influence of social context, on the other, 
to a social/discursive determinism which gives us as human beings no agency to 
shape our lives. 
As highlighted in Chapter Two, Burr's (2003) very helpful discussion of this tension 
argues that the structure/agency opposition is never entirely resolved within the 
paradigm of social constructionism. Sampson, in Burr, (2003) also suggests that this 
dichotomy needs to be re-conceptualised so that we see individuals and the 
environment as an ecosystem rather than perceiving the environment as 'some 
extraneous set of factors which have an 'effect' upon a species' (Burr, 2003: 109). 
Burr points out that this attempt to overcome the structure/agency dichotomy leaves 
open the question of how we come to understand and explore Sampson's suggestion 
of an ecosystem. However, the idea of interpretive repertoires provided by Potter and 
Wetherall in Burr (2003) supports another promising possible way through the 
structure/agency difficulty inherent in social constructionism. 
According to Potter and Wetherall we have available a number of 'interpretive 
repertoires' from which to construct meanings of our experiences. These repertoires 
are like a toolbox of possible explanatory frameworks. Some of these frameworks will 
be oppositional and critical of others. These repertoires give humans some freedom 
and flexibility to reflect, review, critique, mix and appropriate discourses rather than 
receive them passively. The appeal of this concept is that it emphasizes individuals' 
active role in the construction of their accounts, while not discounting the possible 
influence of social contexts. While people may shape their understandings from 
available language and discourse at the broadest level, interpretive repertoires draw 
on a variety of possible moves that can be made locally. 
For instance as pointed out in Chapter Two in a critique of the social constructionist 
perspective, Connel (1987) one of the prominent authors on masculinity argues that 
masculinity, as a practice, cannot be isolated from its social and institutional context 
because people's experiences, attitudes, behavior, physical and psychological 
functioning are inextricably linked to the social environment and the social structures in 
which they live (Hess 1988). These dynamic social structures and lived experiences 
affect all human beings irrespective of sex age, social economic status and ethnicity. 
Thus one cannot be masculine in a particular way without being affected by the broad 
social conditions in which that form of masculinity arises, but from the social 
constructionist view, it is important to appreciate that this is expressed in the dynamics 
of local transactions between the sexes. There is no one version of masculinity, rather 
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there are multiple masculinities which are constructed out of local interpretations of 
experiences in the light of available language and discourses. The range of 
contextual, individual 'realities' implies that men experience their manhood very 
differently and that generalizations about men and masculinities need to be made with 
caution because local interpretations are likely to undermine them. 
Thus as Haywood and Mac an Ghaill (2003: 9) point out, while in Gender and Power, 
Connel (1987) 'identifies inequalities between males and females in relation to levels 
of income, levels of literacy, women's participation rates in government and their 
overwhelming experience of domestic violence', these broad structural factors are not 
held to shape gendered behaviour in easily definable ways because differentiated 
masculinities and femininities exist 'relationally at local levels' (Connel, 1987 in 
Haywood and Mac an Ghaill, 2003:9). Such local gendered interpretations will include 
variations in the way in which masculinity and risk are locked into each other and this, 
of course, is a key concern for this thesis. Similarly, while domestic violence is a global 
phenomenon, key to the concerns of this thesis are the ways in which violent 
behaviour (which can be physical and/or symbolic) is locally and relationally defended 
and resisted by men and women in rural Zambia. 
Given this background it may need to be conceded that social constructionism does 
not fully address the wider social economic dimensions that create this tension, but 
there are versions of social constructionism which do accept that 'discourses, social 
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structures and social practices are intimately bound up with one another' (Burr, 2003: 
93) and it is upon these versions that this thesis relies. 
4.4.3.5 Influence of hegemonic masculinity 
Under the Social Constructionist perspective, one of the factors that shape the social 
construction of masculinity is what Connel (1995) has described as the influence of 
hegemonic masculinity. Hegemonic masculinity is a sociological term describing the 
process which keeps dominant groups in power by ensuring that subordinate groups 
accept 'the way things are". Thus hegemonic masculinity is the socially dominant form 
of masculinity in a particular culture, within a given historical period. Against this 
backdrop, Courtney (2000) describes hegemonic masculinity as a form of idealised 
masculinity, that occupies the hegemonic position and is culturally exalted at a given 
place and time. It is a socially constructed gender role that subordinates femininities 
as well as other forms of masculinity and shapes men's social relationships with 
women and other men; it represents supreme power and authority. 
Courtney (2000) further observes that rejecting what is constructed as feminine is 
essential for demonstrating hegemonic masculinity in a sexist society. He explains the 
notion of hegemonic masculinity as: 
"In exhibiting or enacting hegemonic masculinity ideals are within health 
behaviours; men reinforce strongly held cultural beliefs that men are more 
powerful and less vulnerable than women; that men's bodies are structurally 
more efficient than, and superior to, women's bodies; that asking for help and 
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caring for one's health are feminine; and that the most powerful men among 
men are those for whom health and safety are irrelevant" (Courtney 2000:1389) 
Thus, although achieving hegemonic masculinity may carry serious health risks, men 
who achieve these ideals are compensated by social acceptance and diminished 
anxiety about their manhood (Connel 1995). As men must correspond to this 
hegemonic model of masculinity, those who cannot correspond are considered as 
inferior and subordinate to other stronger men. This subsequently leads to the 
domination, subordination and marginalisation of the perceived lower categories of 
masculinities. In Latin America for example, concepts of masculinity also called 
'machismo' are generally equated with bravado, sexual prowess, protecting one's 
honour and willingness to face danger and violence against women (Association for 
Voluntary Surgical Contraception: AVSC International 1998). 
This concept of the social construction of masculinity has several implications for this 
study. This is because the hegemonic masculinity behaviour adopted by, or aspired to, 
by some men could carry a significant cost (Connel 2000). This could be in terms of 
health, emotional state, violence, reckless sexual behaviour, alcoholism and the social 
and self imposed pressure to maintain a masculine image. As a result of the influence 
of hegemonic masculinity, promiscuity amongst men is often condoned and 
sometimes encouraged, while it is usually frowned upon in women. One of the 
consequences of this gender difference is that men expose themselves to an 
increased risk of infection by having multiple partners and in turn risk transmission of 
HIV to their partners, even if women themselves are not behaving promiscuously. 
4.5 Social constructionist perspectives on specific, men's health behaviours 
4.5.1 'Invulnerability' 
Global demographic indicators show that men are consistently reported to have 
shorter lives than women. (Sabo and Gordon 1993). This is because, in many 
societies, the cultural construct of masculinity may socialise men to the notion that that 
'real men' do not get sick (Courtney 2000, Doyal 2000). This may also be coupled with 
a tendency by men to be less concerned than women about health issues (Sabo and 
Gordon 1993). Such behaviour, attitudes and beliefs may increase men's exposure to 
ill health and premature death. It may also decrease men's ability to protect and 
preserve their health, with implications also for women's health. With regard to this 
issue, Doyal (2000) has further observed that men are less likely than women to visit a 
doctor regularly and many are reluctant to seek professional advice, even when they 
suspect they may have a problem. Some men may see themselves as invulnerable to 
illness or risk. When they actually fall ill, they may put up with the sickness or seek 
health care only as a last resort (Sabo and Gordon 1993). This reflects men's sense of 
themselves as self-reliant and not in need of help. 
These attitudes and behaviours have had a severe negative effect upon the spread of 
the HIV/AIDS epidemic. For instance, a man who delays the treatment of a STI may 
be up to 6-10 times more likely to pass on or acquire HIV during sex. The risk 
becomes much higher in the presence of a genital ulcer, which may occur in cases of 
syphilis, chancroid or genital herpes (UNAIDS 2000a). 
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4.5.2 Men and sexuality. 
Cross-cultural constructionist accounts of masculinity often identify male sexual 
potency as an important affirmation of masculinity (Francher and Kimmel 1987). Male 
sexuality is also associated with initiation into adulthood and achieving a socially 
recognised manhood (Barker and Ricardo 2005). The centrality of sexuality in 
affirming masculine identities has been argued from two different theoretical 
perspectives. As I have discussed above, these are located within the biological 
determinist, psychoanalytical and social constructionist perspective. 
This thesis argues from the perspective, which locates human sexuality within the 
context of a social constructionist paradigm. This approach sees sexuality as the 
product of complex social arrangement and individual phenomenon influenced by 
social norms such as culture and personal experiences (Schwartz 1997, Fine 1993). 
For instance, human sexuality may be determined by a biological imperative towards 
reproduction, but how we are sexual, where, when, how often, with whom and why 
has to do with cultural learning with the meaning transmitted in a cultural setting 
(Francher and Kimmel 1987). 
Foucault (1978) in his History of Sexuality alludes to the social constructionist 
perspective, arguing that there is no evidence that there is internal force or drive that 
manipulates sexuality. He goes on to say, that what can be manipulated are ideas and 
definitions, a potential regulator of the ways in which sexuality can be thought of, 
defined and expressed. Sexualities, he argues, are constantly produced, changed and 
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modified, and the nature of sexual discourse and experience changes accordingly. 
Given this account, this affects the way individuals define, feel and perceive their 
sexuality. Therefore, diverse sexualities exist, even within the same environment 
(Baber and Allen 1992). 
Given this conceptual underpinning, Francher and Kimmel (1995) have shown that 
sexuality can be as much a site for experiencing power, as well as powerlessness. 
Thus, because of the centrality of strength in masculinities, sexuality may be used as a 
means to affirm men's masculinity. In this way, it can be said that sexual behaviour 
allows a man to accomplish masculinity and overcome experiences of powerlessness, 
when his power is in jeopardy. Against this background, sexuality can arguably be said 
to a location for the enactment of masculinity. 
Baker and Ricardo (2005) have further observed that by adhering to these gender 
roles, by default, men often have a disproportionate share of power and voice in 
intimate relationships with women. This imbalance of power between men and women 
in marital relationships, has, in many societies, conferred on men the ability to 
influence and/or determine the reproductive health choices of women. In the face of 
this inequality, many women have little or no control over sexual decisions in marital 
relationships. Furthermore, for economic and cultural reasons, men tend to have the 
dominant position in decision-making regarding sexual relationships. In Zambia. this 
has led research to conclude that most heterosexual transmission has occurred within 
the context of unequal gender relations (Macwan'gi 1993, Bryne 1995, Baylies and 
Bujra 2000, Foreman 1999. Sulwe 2000). 
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Furthermore, evidence and lessons learnt from a number of both regional and 
international studies in addressing sexual violence and HIV, indicate that men are also 
frequently the decision-makers about whether and under what conditions women and 
girls have sex (Heise 1998, Baker 1999, Jewkes 2002a). It is usually men who decide 
on the number of and variety of sexual relationships (Foreman 1998, PANOS 2001, 
UNAIDS 2003). Men also tend to make decisions on the frequency of sexual activity, 
and it is often men who decide whether to use a condom or other means of protection 
against the risk of infection (IPPF 1998a, FHI 2001, UNAIDS 2003,). 
In spite of these norms, men frequently often have little accurate information on these 
matters and fear admitting their ignorance, which may lead them to engage in unsafe 
behaviour that puts both them and their partners at risk (Rivers and Aggleton 1998). 
As Baker and Ricardo (2005) observe: 
UWhile on the surface many young men might display bravado, this may in fact, 
be compensation for insecurities or doubts about their sexuality. Often young 
men have misconceptions about what their partners want, which in the context 
of poor communication can have serious implications for HIV risk" Baker and 
Ricardo (2005: 19) 
To the contrary, however, dominant constructions of femininity generally stipulate that 
women's sexuality should be invisible and that it needs to be controlled. This often 
leads to double standards, which also puts men at increased risk. When men do not 
take care of their sexual health, or do not believe it necessary to seek advice on such 
matters, they put themselves and their partners at risk. Furthermore, unequal parties 
are not in a position to negotiate when they have sex, how often and how they can 
protect themselves from STis and HIV. 
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4.5.3 Men and risk taking. 
Studies have further identified men's attitude towards risk-taking as key common 
elements of masculine performance and scripts. Men often use risk-taking as one of 
the ways in which to construct their masculinities. Such behaviour may include the 
endorsement of promiscuity, heavy consumption of alcohol or domestic violence as 
the appropriate expression of male dominance (Dobash and Dobash 1989). 
It has further been observed that these attitudes towards risk-taking are inculcated into 
men from childhood. This is because, in many cultures, a number of ideologies 
regarding the social representation of men's masculinities often include being strong, 
assertive, emotionally robust, daring, virile and willing to take risks (Sabo and Gordon 
1993). In view of the centrality of risk-taking in the construction of masculine identities, 
some men and boys are prone to adopting risk-taking attitudes and behaviour as a 
means by which to validate their masculinity. To this effect, it has been found that a 
number of ideas and assumptions that feed into notions of masculine identity may 
socialise men towards risk-taking. 
On balance, it has also been observed that many of the problematic behaviours 
associated with hegemonic masculine identity, such as unsafe sexual behaviour and 
participation in violence or local insurgencies, are often efforts by men to publicly 
define or affirm themselves as men (Baker and Ricardo 2005). For instance, some 
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men define the degree of their masculinity by defying positive health behaviour, and by 
engaging in risky sexual behaviour, in order to prove their masculinity. In this 
connection, studies have shown that men tend to have multiple sexual partners as a 
way of asserting their masculinity. As a consequence, of the influence of hegemonic 
masculinity, some men may see promiscuity and having multiple sexual relationships 
as a way of affirming their masculinity. This association between risky sexual activity, 
manhood and identity has a number of direct implications for HIV/AIDS prevention 
(Baker and Ricardo 2005). This is because some men may ignore precautions for 
AIDS risk reduction such as safe sex, abstinence or using a condom as this is seen to 
compromise their manhood (Levin 1998). 
4. 5.4 Men in Heterosexual marital relationships 
A number of cross-cultural studies have observed that heterosexual marital 
relationships in many societies are characterized by unequal gender relationships 
between men and women (Hearn 1998, Dobash and Dobash 1989). As we have seen, 
this is attributed to a number of social economic factors that combine and generally 
position men in a dominant position in social relationships with women. Underpinning 
these observations is evidence from a number of gender-based studies (discussed in 
detail below), which show that for economic and cultural reasons, men in many 
societies commonly hold a dominant position over women. This has often led to a 
culture of male domination. In contemporary terms. male dominance has been defined 
as a socially imposed and symbolic organization of the superiority and authority 
granted to the male status in both the private and public sphere (Hearn 1998. Dobash 
and Dobash 1989). This notion of gender relationships awards a higher value and 
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prestige to masculinity than to femininity. This structure of relationships in tum confers 
the belief in the Hearn (1998) and Connel (1995) have described male dominance as 
the institutionalization of unequal power relations to varying degrees between men and 
women in different sites, in both the private and public sphere (Goldberg 1998, Connel 
1995, Hearn 1998). This combination of male dominance in societies' culture and 
social relations is also referred to as patriarchy (Hearn 1998). 
Among the key attributes associated with the notion and practice of masculinity and 
the culture of male dominance, is that men are often considered as the breadwinners 
in families. In terms of gender roles, in most sub-Saharan Africa, most women are 
poor and powerless (Obbo 1980, Ankrah 1993, Mbizvo and Basset 1996, Heise 1998, 
Baylies and Bujra 2000). Many women lack the ability to support themselves or gain 
employment. As men are usually in control of productive resources in marital 
relationships, they often occupy a privileged position in the social and economic 
organization of heterosexual marital relationships (Heise 1998). This has, in tum, 
placed many women in a position of economic dependence in the home and 
weakened women's bargaining power within marriage. Women's dependence on men 
has often made it difficult and sometimes impossible for women to leave unsatisfactory 
marriages. 
In many cultures, this imbalance in social relationships between men and women has 
further meant that men hold a dominant position in decision-making regarding sexual 
relationships (Macwan'gi 1993, Baylies and Bujra 2000, Foreman 1999, Sulwe 2000). 
For this reason, it has been found that men often assume an influential role and/or 
determine the reproductive health choices of women. In the face of this inequality, 
many women have little or no control over sexual decisions in marital relationships. 
Without power, women are likely to experience little control over the terms of sexual 
relationships with men (Dobash and Dobash 1989, Hearn 1998). This subsequently 
has serious implications for women's ability to protect themselves from the risk of HIV 
infection (Heise 1998, IPPF 2000). This view is also shared and supported by Panos 
(2000) and Germain and Kyte (1995) who observe that because of the severe 
economic hardships that women in developing countries are confronted with, they 
often have trouble in negotiating safe sexual encounters for fear of losing an important 
source of livelihood. 
Similarly, Watkins (1995) in the Oxfam report on poverty and sexual health decision-
making, observe that women's lack of confidence in the future makes them dependant 
on their spouses, even though their relationships may portend the risk of HIV/AIDS 
infection. For instance, because of the migration of young adults to urban areas in 
search of employment opportunities, females outnumber men in many rural Zambian 
communities. This has led some women to enter into polygamous marriages or 
temporary unions in order to survive. 
Having noted the difficulties that many women face, it is important to acknowledge the 
plurality of masculinities, which has meant that not al/ men in marital relationships can 
be considered the same. As Panos/UNAIDS (2000) observed, not all men behave 
arrogantly towards women, many respect their partners and demonstrate this respect 
in their sexual and other behaviour. It should also be noted here that women should 
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not be construed simply as victims of hegemonic masculinity. They also play their role 
in determining masculinity and behaviour. The making of gendered identities is always 
relational. As mothers, sisters and wives, women have some agency in determining 
their femininity, which in turn affects forms of masculinity, particularly through the 
parenting of boys. 
For instance in many families the socializing of children is done through rendering 
support and approval to certain specific types of games. For instance, a parent may 
encourage a male child to play with toys mimicking fast cars, or war games while a girl 
child is usually encouraged to play with toys associated with domesticity and nurturing. 
These imprints form the basis upon which the children are socialized. The irony is that 
females are often the major socializing force in the family, usually reinforcing the 
traditional beliefs associated with being a man (Olawoye et al 2005). Deviance and 
resistance to the prescribed social expectations may often carry sanctions. In a 
situation where a young boy may be naturally timid and withdrawn he may be derided 
as being too feminine or other definable descriptions such as 'sissy boy' or 'wimp' 
(Imms, 2000). 
In a study entitled 'Sons and Fathers/Boys to Men in the Time of AIDS: Learning 
Masculinity in Zambia', Simpson (2005) suggests that the designation of chores in 
childhood similarly reveals explicit ideas about appropriate tasks. He notes that young 
children acted out the particular task of work associated with each sex. For example, 
in the Tonga tradition in Zambia. there is a game called mantombo - the boys build 
shelters and the girls prepare food. The fact these games emphasize the difference in 
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masculinity and femininity activities show how deeply that these gender roles are 
accepted as being what is right and wrong for a particular sex. 
In relation to cultural practices, Jagdeo (1996) has observed that cultural practices and 
norms such as the payment of dowry may diminish a woman's reproductive autonomy 
by having her interest subordinated to the interest of the husband and indeed the 
family. The payment of a dowry, though intended to signify respect and legitimize a 
marital relationship has been used as a strategy to disadvantage women by denying 
them reproductive and health rights. This unequal balance of power between men and 
women has been found to confer on men the ability to influence and determine the 
reproductive health and risk of infection of women in marital relationships. In an 
analysis of the problem of domestic violence in many developing countries, Leye et al 
(2001) has identified the same unequal gender relationships between men and women 
in marital relationships as the underlying cause of domestic violence. This is the case, 
as men are perceived to hold an influential position in gender relations. 
As a result, there are unequal power relations, which are often played-out in sexual 
encounters. This is further sustained by social support for men who perceive they 
must fulfill their sexual needs by making it difficult for women to negotiate safe sexual 
relationships. 
4.5.6 Domestic violence and the risk of HIVIAIDS 
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In a number of cross-cultural studies, it has been observed that men's violence is a 
key determinant of the inequities of gender relations. Men tend to use violence as a 
means of structuring, negotiating and sustaining male dominance (Hearn 1998, Heise 
1998, Courtney 2000) reports a summary of twenty studies, from a wide variety of 
countries, that one-quarter to over a half of women in many countries of the world, 
report having been physically abused by a present or former partner. She concludes 
that the endemic form of violence against women is wife abuse or more accurately 
abuse of women by an intimate partner. This is further extended to sexual health and 
reproductive rights, where such abuses diminishes women's capacity to express and 
enjoy their sexuality and control fertility, while increasing their risk of pregnancy 
complications and acquiring sexually transmitted infections including HIV/AIDS. 
Domestic violence takes many forms. Extensive evidence shows that it comprises a 
combination of physical, emotional and sexual force by men to control their intimate 
partner (Dobash and Dobash 1989, Hearn 1998). Thus, men's actual use of violence 
or the threat of violence stands at the centre of patriarchal cultures keeping women in 
submission to male decision-making (Dobash and Dobash 1989). 
Male violence has been implicated in the spread of the HIV/AIDS epidemic at two 
levels (IPPF 1998). These are acts of actual physical violence perpetuated through 
rape, forced, or coerced sex. There are also forms of non-physical violence that 
through fear, prevent women from questioning extra marital affairs or ensuring their 
husbands use condoms. For example, in a study of women from over ten countnes 
undertaken by the International Centre for Research on Women (ICRW) the following 
was noted: 
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'Though many women expressed concern about the infidelities of their 
partners, they were resigned to their lack of control over the situation. Women 
from India, Jamaica, Papua New Guinea, Zimbabwe and Brazil report that 
raising t~e issu.~ of their partners' infidelity can jeopardize their physical safety 
and family stability' (Gupta and Weiss 1993: 405). 
The potential to reduce the risk of HIV in marital relationships in these situations is 
significant (Heise 1998, Bujra 2000a). Although patriarchal behaviour and subsequent 
male dominance can be seen as a universal phenomenon, Dobash and Dobash 
(1989) have observed that this varies considerably across cultures, depending on the 
belief systems, forms of organisation and traditional patterns. This is because of the 
differences in cultural and social perceptions of male dominance. What one culture 
may define as normal interaction between a man and woman might be defined quite 
differently in another culture in which such relations take place. 
4.6 Implications of a social constructionist perspective for working with men 
In many countries, civil society organizations and reproductive health programs have 
initiated a number of programs on HIV/AIDS prevention using a variety of strategies. 
Many of these strategies are located within a social constructionist paradigm. Greg et 
al (2000) observed that the underlying conceptual underpinning in these approaches 
has moved from a biological determinist to a cultural constructionist account of 
masculinity. As such, a number of programs have been able to work with men by 
helping them understand the ways that structural pressures, cultural messages and lor 
parenting practices, have contributed to their socialisation behaviour, which may 
include violence and HIV/ADS risky behaviour. 
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Deconstructing male perceptions in this way has helped some men to question their 
embedded beliefs and change their behaviours. Furthermore, in attempting to work 
with men, Baker and Ricardo (2005) point out that it is important to bear in mind that 
there is no such thing as the typical man. Versions of masculinity are socially 
constructed, fluid over time, in different settings and plural. The emergence of these 
programs is therefore aimed at changing dominant local sexual behaviour, related to 
the individual perception of manhood (or what constitutes a 'real man'), and this 
perspective is increasingly attracting the attention of reproductive health researchers 
and programme planners. 
Given the centrality of male sexuality and its expression in the social affirmation of 
masculine identities, a number of programmes that have been initiated at both the 
international, regional and at country levels are focused at deconstructing harmful 
ideologies of 'what it means to be a man' and ways that this can enhance the risk of 
HIVI infection and transmission. To this effect, and working within the context of the 
social constructionist paradigm, Rivers and Aggleton (1999) observe that programmes 
that work with men and which persuade them to change their HIV sexual risk-taking 
behaviour, have an enormous potential to change the course of the HIV epidemic and 
to improve men's lives and that of their partners' and families. 
These programmes vary in content and programme focus because of the diversity in 
male behaviour and social circumstances. This is because while men might share a 
patriarchal view, the behavioural differences, and attitudes about men vary within and 
across societies and are different in every society. The diversity in the programme 
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scope and content is also necessitated by the recognition of the different social 
circumstances that contribute to shaping masculine behaviour. This is because 
attitudes such as beliefs and practices regarding 'what it means to be a man' are 
known to evolve over time and are determined, at least in part, by context-specific 
expectations as to how men should act. As Sampath (1997), and De Keijzer (1995) 
describe: concepts of masculinity will differ according to the social cultural background 
in which it is defined. 
Thus, ideas about manhood differ from culture to culture and within cultures and 
amongst individuals. Factors such as education, age, upbringing, income all influence 
the role that men are expected to play. For this reason men are a highly diverse 
group, and generalizations about their behaviour must be attempted with caution. 
Moreover masculinity is only one aspect of personhood, and versions of masculinity 
are likely to be influenced by other factors such as religious formation, political beliefs 
and values. Some of these factors may be in tension with each other and 
programmes will need to be sensitive to this and indeed to the opportunities they may 
present for exposing contradictions in men's gendered assumptions. 
Across the world in communities as disparate as Brazil, Nicaragua, a number of 
countries in Western Europe and sub-Saharan Africa, the interconnection between 
male power and dominance over women and its connection with the spread of the 
epidemic in their communities has been recognised. To this effect, many efforts are 
challenging the unequal gender relations between men and women as the root cause 
driving the epidemic. 
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In South Africa, one of the successful projects in working with men is called the 'Men 
as Partners' project. This project utilises a societal approach to address men's role in 
the spread of the epidemic and is based on a social constructionist approach. It was 
launched in South Africa in 1988 as a collaborative effort between Engenderhealth, an 
international NGO, and the Planned Parenthood Association of South Africa. The 
project strives to engage young adult men in challenging patriarch attitudes and beliefs 
to positively impact the health and well being of men, women and children -
particularly in the context of the synergistic epidemic of gender-based violence and 
HIV/AIDS. The guidelines for this programme are comprised of three core and 
interrelated elements of constructive male involvement: -
(i) The recognition that men are often the gatekeepers for women's sexual and 
reproductive health in that they have the ability to influence and determine 
the choices of their partners; 
(ii) That traditional masculine gender roles also have a negative effect on men, 
in that they promote risky behaviour as manly and health-seeking behaviour 
as frailty and 
(iii) That men have a personal investment in the promotion of gender equity, as 
it will lead to positive outcomes for both men and women. 
Originally, the programme began working with young adults and men in small group 
workshops. The program realised that to ensure a sustained change it needed to 
adapt towards a more ecological approach, considering both individually focused 
solutions and strategies for contributing to an enabling environment. To this end, it has 
now expanded its activities to include more broad-reaching efforts in community level 
mobilisation. 
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Some of the fundamental concepts emerging from the analysis of male-focused 
programs are that masculinities are clearly changing in Africa, as they are in the rest of 
the world (Ndubani 1998). To this effect, there have been suggestions that the 
dimension of the AIDS epidemic in Africa and the devastation it brings to families is 
forcing men to question gender norms and attitudes that were once unquestionable 
(Baker and Ricardo 2005). Some men are taking care-giving roles and others are 
caring for their own health in new ways. The number of AIDS orphans has also led to 
changes in family arrangements, with young men taking on roles previously assigned 
to women. 
4.7 Conclusion 
In this chapter, I have presented a review of the definitions and uses of concepts of 
masculinity in order to deconstruct ideologies, male assumptions and behaviour in 
relation to the transmission of HIV/AIDS in heterosexual marital relationships. I began 
with an analysis of the various theories and ideological positions that inform the 
construction of male identity. In this analysis, I have described the different and 
divergent views and ideas concerning the complexity of factors that contribute to the 
making of masculinities. In summing up approaches that describe the construction of 
male identities, Leach (1994) observes that most theories which have attempted to 
produce a political understanding of masculinity have had difficulty producing a 
coherent analysis of power relationships within and between genders. For instance, a 
biological perspective to masculine identity attempts to account for masculine nature 
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and power with reference to biology and physiology. This approach cannot account for 
cultural differences or historical redefinition of masculinity. Similarly, the relatively 
more sophisticated sex role and socialization theories suffer from analogous 
theoretical shortcomings. 
Against this background, this chapter then proceeded to analyse the construction of 
male identities drawing prinCipally on postmodem social constructionist theories. 
Understanding the definition and discourses surrounding masculinity from this 
perspective and within the context of shifting power relationships implies that different 
versions of masculinities are socially constructed: that 'there are many ways to be a 
man'. This perspective on explaining masculine identities is given added impetus by 
exemplifying the diverse roles that men play in the economy, the community and the 
family - after all men can be husbands, fathers, brothers and sons. Masculine 
identities were also seen as mediated through cultural practices and patriarchal 
structures, which shape the roles rights and responsibilities associated with being a 
man, in contrast to being a woman. 
At the same time, while much of the analysis in this thesis is focused on the role that 
men play in constructing masculine gender identities, it has been important to point out 
that women also play a role in socialising boys and men to their various roles and 
responsibilities. Baker and Ricardo (2005) caution that: 
"Whether as mothers, aunts, sisters, girlfriends, sexual partners or teachers, 
women come in direct contact with boys and directly and indirectly pass on 
messages regarding gender norms. Young men's behaviour related to sexuality 
for example is directly influenced by young women's expectations about 
negotiating sex and condom use: (Baker and Ricardo, 2005:13) 
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Women directly influence the behaviour of boys, for example channeling them into 
activities they perceive to be 'appropriate' for boys and discouraging attitudes or 
behaviour they perceive to be associated with girls and women. At the family level, 
Simpson (2005), Olawoye et al (2005) have highlighted the influence of parenting of 
boys in the construction of male gender identities. They pOint out that social pressure 
exerted by parents might play a significant role in influencing masculinity. The key 
point in this analysis is that gender roles are constructed and reconstructed and must 
be questioned by both men and women. 
As I have argued, since 'what it means to be a man' is socially constructed, it follows 
that sexual behaviour which exposes both men and women to the risk of HIV/AIDS is 
socially constructed. It also follows that this means it is theoretically possible to contest 
harmful ideologies which expose both men and women to the risk of infection. This 
has significant implications for health promotion practice. It provides an opportunity to 
work with institutions within the community to help socialize men by encouraging 
access and creating new models of, and identities for, men to support a social cause. 
In the light of this theoretical underpinning, increasing attention is being paid to the 
connections between masculinity and public health. Courtney (2000) among others, 
has described the ways in which traditional masculine roles and ideas increase men's 
exposure to ill health and premature death, and decreases men's ability to protect and 
preserve their health. These notions of masculinity have often been concerned with 
risk-taking. Cultural constructionist accounts of masculinity often identify risk as a key 
element of masculine performance and scripts. This concept continues to influence 
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health promotion work with men, especially in the area of sexual health. As argued by 
the UNAIDS (2000a) efforts to challenge harmful concepts of masculinity and 
commonly held attitudes and behaviour including the ways adult men look at risk and 
sexuality and how boys are socialized to become men, must be part of the effort to 
curb the AIDS epidemic. Contemporary gender roles suggest that men are expected 
to be physically strong, emotionally robust, daring and virile. Some of these 
expectations translate into attitudes and behaviours that endanger the health and well 
being of men and their sexual partners with the advent of AIDS. 
Greg et al (2000) observes that in a number of studies in HIV prevention work with 
both straight and gay men, and homosexual and heterosexual transmission, has 
addressed HIV risk-taking behaviour as a facet or demonstration of masculine identity. 
Deconstructing the need for this demonstration and highlighting the pressure on men 
to perform their masculinity through risk-taking has created a space for men to be 
more conscious of the reasons for and consequence of their own sexual behaviour 
(Barker and Ricardo 2005). 
Similarly, placing men's violence in a historical and cultural context helps overcome 
the naturalization of men's violence. This is because men and women's relationship to 
violence is more complex than that men are intrinsically perpetrators and women, 
victims. As this analysis has shown, gender-based interpersonal violence needs to be 
contextualized within structures, cultures and histories of violence reproduced through 
male - and female - assumptions and behaviour. Therefore to address these issues it 
is useful to look at violence as embedded in the discourses of masculinity. 
Encouraging men to be more conscious of how gendered expectations and 
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responsibilities adversely affect their lives, as well as those of women, could be an 
important first step to reconstructing the stereotypically problematic behaviour such as 
violence and sexual risk-taking in marriage. 
In concluding this discussion, it is evident that a social constructionist perspective 
permits an understanding of the ways in which dominant forms of masculinity interact 
with widespread features of gender relations and economic organization (Kimmel 
1987, Hearn 1998, Connel 2000, Sabo and Gordon 1993, Brittan 2001, Edley and 
Wetherell 1995). In this regard, I argue that in order to achieve sustainable long-term 
behavioural change there is a need to challenge some of the societal and institutional 
structures that promote and reproduce gender inequalities and which in turn enhance 
the risk of HIV/AIDS transmission in marital relationships: such as cultural beliefs and 
practices and some of the harmful ideologies that enhance the risk of infection. 
A detailed context specific analysis from a social constructionist perspective, of 
perceptions of masculinity and HIV/AIDS risk-taking behaviour, such as this thesis 
seeks to provide, might increase the efficiency of interventions aiming to enhance 
men's role and participation in HIV/AIDS prevention in marital relationships. 
Chapter Five: 
Men and HIV/AIDS Risk Prevention 
Intervention: 
A Review of Health Promotion 
Interventions 
I JI) 
5.0 Introduction 
In this chapter, I review the main health promotion strategies that have characterised 
HIV/AIDS risk reduction behaviour in the Petauke District of Zambia. The review is 
focused on ascertaining the extent to which current health promotion initiatives in the 
district address aspects of the social environment, interpersonal perceptions and 
interpersonal interactions that impact on men's sexual behaviour and subsequent risk 
of HIV/AIDS transmission in marital relationships. 
On the basis of this review, I will identify and describe opportunities within existing 
health promotion practices, that can be utilised to inform health promotion practice that 
aims at promoting men's participation and involvement in HIV/AIDS risk reduction 
efforts in Zambian rural communities, and ways in which health promotion needs to 
move beyond current approaches. 
I begin this chapter by describing the conceptual framework and theoretical 
underpinnings, which inform health promotion practice in Zambia and which are 
reflected in initiatives in Petauke district. I then describe three key national HIV/AIDS 
risk reduction strategies falling within the context of health promotion practice. The 
three approaches are health education, social marketing and community based 
strategies, respectively. In this review, I examine the extent to which these three 
approaches address a societal dimension to HIV/AIDS risk reduction. I further 
examine the extent to which current health promotion practice is addressing the 
interconnection between domestic violence and the risk of HIV/AIDS infection in 
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marital relationships. This includes efforts to promote condom use in marital 
relationships. 
In concluding the chapter, I argue that efforts that seek to promote male involvement 
in HIV/AIDS prevention need to encompass programmes that address the influence of 
the social environment and the impact this has on male sexual behaviour in relation to 
the risk of HIV/AIDS transmission in marital relationships. Furthermore that such 
attempts must take into account a pluralistic vision of masculinity. This is from the 
standpoint that current health promotion efforts in Petauke District seem to be 
underpinned by an image of masculinity as a homogeneous and privileged entity. This 
does not adequately accommodate the complex range of masculinities in the various 
communities in the district. There is therefore the need to build an image of 
masculinity as constituted by processes of social interaction that are plural, fluid and 
time bound, with varied and varying complex values and beliefs that underlie men's 
perceptions and behaviour and not as a set of characteristics shared by all men. To 
this effect, health promotion should seek to engage with the community to promote 
positive role modeling of masculinity as a process to deconstruct harmful ideologies of 
masculinity that enhance the risk of HIV/AIDS. As argued in this thesis a strategy such 
as the use of positive role model peer educators and opinion leaders to deliver 
HIV/AIDS campaigns can contribute to influencing positive behaviour change. 
This 'multiple masculinities' approach is I, believe, the seed from which much 
significant work aiming at male involvement will grow during the next decade. 
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5.1 An overview of health promotion in Petauke District 
Petauke district is one of the rural districts in Zambia. As in all other districts in the 
country, the Government's ministry of health and other stakeholders are making a 
number of pragmatic efforts to fight the spread of the HIV/AIDS epidemic (PPAZ 2000, 
Zambia National HIV/AIDS/STDITB Council 2000). The institutional framework for 
implementing HIV/AIDS related programmes at the district level is that the Ministry of 
Health through the District Health Management Board is the lead agency 
spearheading the various HIV/AIDS risk reduction interventions in the district. These 
Boards are in turn assisted and supported by a number of stakeholders which include 
NGO's, community and faith based organizations. 
This review found that there were a variety of primary health care strategies used to 
contain the spread of HIV/AIDS in the communities and that in the absence of a cure 
or vaccine against HIV, health promotion efforts are mainly being directed at 
prevention and creation of awareness (MoH 1999, Zambia National HIV/AIDS/STDITB 
Council 2000, Sulwe 2000). The aim of these efforts is to raise awareness of the risk 
of infection and to change people's attitudes towards sexual practices that are likely to 
predispose them to infection. Furthermore, the review showed that many of these 
activities are being implemented in the context of Health Promotion and Primary 
Health Care practice. 
For the purpose of providing a contextual background to this analysis it is important to 
explore the major theoretical perspectives that inform health practice in Zambia as a 
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whole and which have permeated through to Petauke District. These are respectively 
health education, social marketing and a 'community based' approach. 
5.2 Definitions of Health Education in Health Promotion 
The operational framework for health promotion is defined in the Ottawa Charter on 
Health Promotion (WHO 1986). It has three basic strategies for health promotion 
practice: advocacy for health - which is aimed at creating the essential conditions for 
health; enabling all people to achieve their full health potential and mediating between 
the different interest groups in society in pursuit of health. 
The aim in health promotion is to prevent disease by altering an individual's behaviour 
(Peate 2003). Fundamental to this, and as a first step to behavioural change, is the 
understanding that in order for an individual to have a reasonably accurate 
assessment of risk, they need to explore the risk factors in their own environment 
(Bunton and Macdonald 1992, Kerr 2000). Thus, having a correct perception of risk 
and knowing more about ways to reduce these risks can help to mitigate the risk 
factors in the environment that people live in. 
To this effect, Tones et al (1985) have defined health promotion to include any 
measure designed to promote health. They state that: 
'The central feature [in health promotion] is its concern to build a system 
conducive to health through the development of healthy policy at local and 
national level' (Tones et ai, 1985:48). 
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Having identified key health promotion strategies at a national level in chapter 3, this 
chapter focuses on reviewing strategies at local level and the perspectives and 
practices concerning individual behaviours and the prevention of HIV/AIDS 
transmission which they seek to develop. 
Stemming from this background, consistent health promotion practice consists of any 
combination of education and related legal, fiscal, economic, environmental and 
organizational interventions designed to facilitate the achievement of health and 
prevention of disease. These definitions stress that the aim of health education and 
promotion is to enable people to gain control over the determinants of health 
behaviour (Bunton and Macdonald 1992). In its broadest sense, health promotion 
promotes self-empowerment and recognizes what Green and Kreuter (1991). have 
called 'predisposing factors' - that is, enabling and reinforcing factors, which call for 
the need to work with policy makers, communities and individuals. These values are 
reflected in the Ottawa Charter of Health Promotion (WHO 1986), which emphasizes 
that health promotion works through concrete and effective community action, by 
setting priorities, making decisions, and planning strategies and implementing them to 
achieve better health. Information-giving, self-empowerment, and community action 
based advocacy and policy development are all ways to assist an individual with their 
assessment of risk. 
There seems in this definition to be a movement; from the 'simple transmission of 
knowledge' about health threats, prevention and management of diseases - to an 
ecological approach taking into consideration the external as well as personal factors 
affecting health. 
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5.3 Health promotion approaches for HIV/AIDS awareness and prevention. 
Consistent with this universal operational framework, there are a variety of health 
promotion and health education activities that are being implemented in the Petauke 
district aimed at achieving sexual behavioural change. These health education 
activities are located within the overarching conception of health promotion which 
Baric (1991) has described as:-
' ....... being concerned with the need to influence health decisions' (Baric 
1991 :15) 
A joint Planned Parenthood Association of Zambia meeting with the Petauke District 
health management Board held on 24th May 2002 at the Petauke district hospital 
conference centre (PPAZlPDHMB 2002) itemized a number of health educational 
activities implemented by various stakeholders. These organisations included 
community based organisations, faith based organization, NGO's and concerned 
private individuals and organisations. Some of the activities itemized in the reports 
were:-
5.3.1 Community talks and meetings 
One of the main outreach activities for HIV/AIDS education involved community talks 
and meetings. These activities were organized by health educational officers from the 
local health center and agriculture extension workers trained to provide these services. 
The outreach activities brought together community members with the aim of 
sensitizing them on issues around the risk of HIV/AIDS, prevention and the nature of 
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illnesses that follow in the event of being infected. This included information on the 
impact of the infection in a family and available treatment. 
In the absence of a cure and or vaccine for the infection, most of the talks centred on 
the necessity to prevent the risk of infection. These talks and meetings were held in 
large gatherings which brought together different population groups within the 
community. These included men and women and sexually active young people. 
Community members were encouraged to ask questions in order to provide 
clarification on any of the issues raised in the discussions. 
5.3.2 Distribution of printed materials. 
Further, the same report (PPAZlPDHMB 2002) indicated that various stake holders 
working in the community occasionally distributed printed materials providing 
information on various aspects of the problem of HIV/AIDS in a family and indeed in 
the community. These printed materials included brochures, posters, leaflets and 
handouts on HIV/AIDS prevention. The materials contained information on the risk of 
HIV/AIDS and how it is transmitted. Many of these materials were illustrated with 
symptomatic pictures of a person suffering from an HIV/AIDS related opportunistic 
infection such as TB, or wasted in weight to illustrate the nature of illness that one was 
at risk of suffering in the event of an infection. 
Because most of the populations in rural areas are of a low literacy level, the range of 
materials distributed in the communities was deliberately developed to mainly rely on 
extensive use of pictures. This meant that most of these materials were expensive to 
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produce as they had to present an illustrated story line in order to convey information. 
Linney (1995) recommends mainly illustrated materials for groups with low literacy 
levels. 
5.3.3 Mobile public address campaigns 
A further initiative to disseminate information in the community has involved the use of 
mobile public address campaigns. This is where a van installed with a public address 
system is driven around in the communities to make announcements on the risk of 
infection and the impact that HIV/AIDS has on the family and indeed the community. 
This approach has however been criticized as it is seen as one way information 
dissemination which does not allow the recipient of the messages to ask questions in 
order to clarify their concerns. 
5.3.4 Mobile cinema and video shows. 
Occasionally, the ministry of information (Mol) working in conjunction with other stake 
holders uses a mobile film van to conduct educational activities in the community. 
These outreach activities involve showing educational films on HIV/AIDS. Some films 
or video shows are based on real life experiences and show the difficulties that people 
are faced with living with HIV/AIDS on a day to day basis. The essence of a" the 
outreach activities is to influence behavioural change so that people change their 
behaviour in connection with the risk of HIV/AIDS infection. 
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5.3.5 A community based outreach service 
One of the prominent service delivery strategies used in the communities has involved 
the use of community based service delivery agents popularly known as CBO agents. 
The CBO agents are individuals identified by the community and chosen in a 
participatory manner to provide reproductive health related services in the community 
(Philips and Green 1993). The agents are trained in counseling and the provision of 
education, materials and advice. They also conduct home visits and distribute 
condoms within the community. 
This outreach strategy provides a level of confidentiality as the CBO agents conduct 
home visits where they talk to a couple or one of the partners in a relationship (PPAZ 
2000). 
5.4 limitations of current health education campaigns. 
There is no doubt in Zambia that these health promotion and educational efforts have 
been instrumental in stemming the spread of the epidemic. A joint evaluations by 
Options Consultancy and PPAZ in 2000 (Options/PPAZ 2000) evaluation of the 
effectiveness of current HIV/AIO prevention conducted in the district reports that 
combinations of various of these methods have contributed behavioural change 
among the population. This was reflected in increased condom use and many of the 
people that participated in the study indicated that the programmes that PPAZ was 
carrying out in the communities had improved their relationships with their partners in 
marriages. However, as research continues, the search for more effective 
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opportunities to arrest the tide of the epidemic has meant that many of these 
educational campaigns have come under criticism. Some of the criticisms associated 
with current educational campaigns are detailed below. 
5.5 Inability to address the contextual factors driving the epidemic. 
The review observed that there was a lack of current health promotion practice in the 
district engaging with the social contextual factors related to HIV transmission. Though 
numerous studies have shown that many of the problems associated with HIV/AIDS 
are linked to social conditions such as cultural practices, poverty, and lack of 
employment (see chapter 3) current health promotion activities in the district did not 
address these factors. Instead these educational outreach activities have relied on a 
number of psychological and social psychological theories and educational 
approaches such as the Health Belief model (Becker and Joseph 1974), Social 
Learning theory (Bandura 1977) and the theory of 'reasoned action' (Ajzen I and 
Fishbein M 1980, Fishbein and Middlestadt 1987). 
Although the application of these theoretical concepts has achieved some significant 
results in behavioural change, these theories have tended to neglect the social context 
in which particular actions become meaningful and tend to make (Singer and Weeks 
1996) assumptions about rationality (Aggleton 2000). For example, social norms, 
duties and obligations may structure and influence behaviour. Furthermore these 
models may be inadequate in explaining sexual risk-taking in contexts where 
decisions may be rooted in group processes (Aggleton 2000). For this reason, many 
social scientists therefore have moved from individual riSk-taking approaches to 
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investigating behaviour as guided by cultural contexts (Schoepf 1995, Treicheler 
1992). For example, notions of what it means to be a 'real man' in a particular social 
context can powerfully influence sexual behaviour. 
5.6 Addressing harmful ideologies of masculinity. 
In the context of this study, the review found that there was a lack of deliberate effort 
to address some of the harmful ideologies associated with the social construction of 
masculinity which enhance the risk of infection. 
For instance, in many societies in Zambia notions of masculinity are associated with 
having multiple sexual partners (Foreman 1999, Ndubani 1998). Coupled with this 
notion is the belief associating masculinity with risk taking. From this perspective, 
health promotion needs to engage with some of the factors that influence such 
gendered ideologies and which influence sexual behaviour, beliefs and practices. 
This concern is linked with the knowledge that human sexuality is a complex 
phenomenon. Within the social constructionist paradigm human sexuality is 
considered to develop through a variety of perceptions and interactions informed by 
and informing social conditions ranging from cultural practices, social norms, and 
beliefs as well as individual personal experiences. These interactive processes affect 
the way individuals define, and perceive and experience their sexuality (Fine 1993, 
Schwartz, 1997). Without addressing these issues it is doubtful that the full potential of 
HIV/AIDS prevention will be fully realized. 
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5.7 Lack of a clearly defined target group. 
The present review also found a lack of a clearly defined target audience for 
educational campaigns. Almost all of the initiatives carried out in the community were 
targeted at a mass community audience. The campaigns brought together mixed 
groups of men and women for HIV/AIDS awareness activities. It was also observed in 
relation to men that there was a tendency to categorize them as a single monolithic 
group. This arises from an image of masculinity as a homogeneous entity without 
taking into account the different circumstances and perspectives of those involved. For 
instance married men, divorced or widowed men and young men were often grouped 
together for HIV/AIDS education and information sharing. Given the plurality and fluid 
nature of what it means to be a man all these groups of men are bound to have 
different information needs. They may also require different strategies that make them 
feel comfortable to talk about their concerns. A further example is that sexuality is 
often considered as personal and private matter. This might make it difficult for a 
married person to share their risk of HIV/AIDS infection in a marital relationship in the 
presence of an unmarried man. This makes it even more necessary that health 
promotion should begin to explore multiple masculinities, both differences among men 
and the ways in which ideas of masculinity change according to time, the event and 
the perspectives of those involved. 
5.8 Health Promotion activities. 
In addition to these health educational activities, there are two prominent approaches 
considered as the basis of the HIV/AIDS risk prevention efforts in Zambia which have 
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permeated through to the district level. These are a 'social marketing project' and a 
'community-based' approach to HIV/AIDS risk prevention efforts. Each of these 
approaches has to varying degrees of success, made efforts to reach men with 
information on HIV/AIDS. While the larger volume of health promotion activities in the 
district utilize a community based approach for reasons which are explained later in 
the chapter, the district has also been subject to a national social marketing 
programme on HIV/AIDS prevention and it is to this that I now tum. 
5.9 A social marketing approach 
The HIV/AIDS prevention coverage in Petauke District has included elements of the 
social marketing approach to risk prevention. The social marketing approach is the 
most prominent national HIV/AIDS strategy in the country. It uses a multi-media 
strategy, involving the use of poster billboards, printed media, electronic 
advertisements and commercial radio tunes that promote condom use and risk 
prevention behaviour. 
Although this approach has limited coverage in rural communities, the concept of 
social marketing is based on the principle of applying commercial marketing 
techniques and principles to promote a social cause or idea. The principles 
underpinning the idea of winning of people's hearts and minds has a long history 
(Lefebvre 1992). In his description of social marketing Lefebvre (1992) points out that 
when we examine major religions and political leaders, artists, social advocates and 
philosophers, we are actually looking at people who were all 'social marketeers'. This 
approach to promote a cause has been used effectively for a variety of health products 
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and ideas such as oral rehydration salts for the treatment of diarrhoea, anti-smoking 
campaigns and in the promotion of breast-feeding. Hastings et al (1994) describes the 
concept of social marketing as 'acting in the public interest and not for profit'. The 
principle involves using commercial marketing skills to increase public awareness 
regarding a health concern. 
Social marketing programmes are a common feature in many developing countries 
and have mostly involved the selling of contraceptives at subsidised prices through 
commercial outlets. The approach has two aims: to make contraceptives, and more 
specifically in the case of HIV, condoms more widely available, and to recover 
programme costs. Social marketing campaigns may be managed by corporations set 
up for this purpose, or through non-govemmental organisations, as is the case in 
Zambia or through a technical assistance programme contract. 
A study of the social marketing literature by Kotler and Zaitman (1997) and the 
ongoing debates on the social marketing paradigm Buchanan et al (1994) and 
Hastings et al (1994) reveal a number of important principles for an effective 
marketing strategy: These are briefly outlined below: 
5.9.0 Consumer Orientation 
Commercial marketing is premised on the principle of satisfying consumer wants. This 
implies that effective marketing evolves in an environment where there is a need and 
demand for a product or service. In relation to health promotion, Lefebvre (1992) 
states that the objectives of social marketing programmes in health should be 
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identified public health needs. Successful social marketing is founded on the principle 
that the relationship between the client and the marketeers is mutually beneficial. The 
relationship is voluntary. At its best, social marketing is a consumer-oriented approach 
that creates a win-win situation (Hastings et al 1994). Such social marketing is a 
voluntary exchange of resources between two or more parties and can include 
processes of information, dissemination, public relations, lobbying advocacy and 
fundraising. The consumer-orientation makes the marketing more likely to succeed 
(Lefebvre 1992). 
5.9.1 Marketing Research 
The development of the marketing strategy in Zambia started with a process of social 
marketing research. Kotler and Roberto (1989) state that social marketing research 
requires knowledge of the target group including their social demographic, 
psychological and behavioural characteristics. Careful anthropological studies 
assessments are conducted to ensure that the interventions used in social marketing 
are sensitive to the culture of potential individuals. Both qualitative and quantitative 
research approaches are used to understand the target group (Epstein, 1988). This 
enables the health promoter to gain an insight and a better understanding of their 
'consumers', so that the design of the social marketing strategy is relevant, culturally 
sensitive and politically correct. In addition to guiding the initial planning. market 
research can be used to monitor the short-term effects of the programme operations 
and to evaluate progress towards their long-term goals. 
5.9.2 Market segmentation 
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The impact of social marketing is enhanced by target segmentation. This involves 
grouping the population into specific homogeneous units. The groups can be 
segmented by demographic characteristics such as age, sex, social-economic status 
and place of residence (Lefebvre 1992, Kotler and Zaitman 1971). An informed 
judgment can then be taken as to which of the most appropriate groups to target, and 
which market strategies to use for each group. 
In Zambia the key messages for HIV/AIDS prevention and condom promotion have 
been targeted at sexually active young people and adults in the reproductive age 
group. There is a plausible explanation for targeting these two population groups. 
Firstly that young people form the larger group within the population in Zambia. It was 
also assumed that it is much easier to influence behavioural change amongst the 
young people than in adults. A further consideration was that young people constitute 
the future of the country. 
In the case of adults, the social marketing programme has targeted men and women 
in the reproductive and productive age groups. The reason is that there is widespread 
prevalence of the epidemic on this group is already having a devastating impact on all 
sectors of human development in the country. There is need therefore to minimize the 
spread of the infection amongst this group. 
In this way the strategy can achieve optimal impact. The product or message of the 
marketing strategy is often 'packaged' using the principles of the 'marketing mix', 
which is summarized under the idea of the 'four P's'. These are Product, Price, Place 
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and Promotion. This is also operationalised as the 'marketing concept' (Kotler and 
Roberto 1989). 
5.10. Limitation of the social marketing strategy in rural communities 
Petauke district has, as is the case with many other rural communities, not fully 
benefited from social marketing strategies (PPAZ/PDHMB, 2002). This is because the 
social marketing programme in Zambia has relied heavily on mass media, involving 
the use of radio, television and newspapers. Often, the only people who have access 
to these types of media in Zambia are the elite classes, who are mainly based in urban 
areas. It is rare to find these media in the rural areas, for instance newspapers are 
rarely available as their usefulness is limited by high illiteracy rates. Radio and 
television reception in rural areas is often extremely poor, with television sets being 
out of reach of many poor families. As a result, most of the poorer people cannot be 
reached through these means, and ironically these are the very communities who are 
in most need. 
In addition, the use of mass media is likely to be of less benefit to women. Most 
women in Zambia, particularly in the rural areas, have less time and access to listen to 
the radio than men, because of the demands of their customary household chores 
such as fetching firewood or water. 
Furthermore, the use of a social marketing strategy has also been criticized for its 
reductionist approach to addressing complex issues involved in the spread of the 
epidemic (PPAZ 2000). For example, many health problems in Zambia including 
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sexual and reproductive health concerns are gender and poverty related (Mach'wangi, 
et al 1994). As I have already highlighted in previous chapters poor health is 
associated with wider crises of poverty and inequality (Latkin 1998, Kurschner 2001). 
This view of health is also endorsed in the Ottawa Charter on Health Promotion (WHO 
1986), which states that the fundamental conditions and resources for health are 
peace, shelter, education, food income, social justice and equity. Improvements in 
health require a secure foundation in these basic prerequisites, which are beyond the 
means of a social marketing approach (WHO 1986) 
Similarly, Wallack has argued that the focus of the public information campaigns which 
have used social marketing strategies may deflect attention away from social 
environmental factors that have shown to be major determinants of health beyond the 
control of individuals. For instance, as I have explained in earlier chapters, the spread 
of HIV in Zambia is, in part, a result of the economic and social pressures faced by 
young men and women, which make them vulnerable to the risk of infection. The 
social marketing approach ignores this fact and focuses its programme on the use of 
condoms as a panacea and solution for the spread of HIV. According to Brieger and 
Ramakrisha (1987) this also unfairly blames the victims for their health problems. 
Another aspect of the reductionist aspect of social marketing can be seen in the way it 
addresses general issues of health by condensing its determinants mechanistic 
responses to infection by micro-organisms (Laura 1990) Attempts to change sexual 
behaviour require great sensitivity and a thorough knowledge of individual behaviour 
patterns and attitudes in interaction with cultural and social norms, rather than simply a 
reductionist understanding of the importance of barriers to micro-organisms. For 
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instance, for individuals to use condoms, they require a supportive and encouraging 
environment (WHO 1995). 
5.11 A Community-Based Approach 
In view of these limitations many grassroots organisations in the country including the 
Planned Parenthood Association of Zambia has laid emphasis on a 'community based 
approach' rather than a social marketing approach. This is to try to ensure that health 
promotion is informed by sensitivity to the specifics of social interaction and 
assumptions in a particular locality. 
The notion of community participation is generally used to describe activities in which 
community members participate in the decision-making process and at every stage of 
the project's life-span (Chambers 1995, Macdonald et al 2000). This includes the 
planning, design, operation, monitoring and evaluation of the project, which is meant 
for the benefit of that community. It also refers to the community's ability to interact 
and negotiate its interests with the wider social environment. 
This approach is derived from the long-term involvement of the community in their own 
development process. Historically, support for community participation had its genesis 
in the failure of the economic growth approach to development driven by the 'trickle-
down theory' (Macdonald et al 2000). This approach to development was implemented 
through centralized planning; industrialisation, and technology transfer (through the 
diffusion of innovation) where populations were seen as 'passive recipients' of the 
168 
benefits of development. Kane (1995) explains that by the 1970's failure in 
development projects around the world made a number of facts clear, in summary: 
• All the components of development, not just the economic and technical, but also 
the social and cultural have to be taken into account , 
• Each of the partners in development - donors, national governments, development 
workers, technical experts and local people have a unique perspective to 
contribute, and 
• Most research takes too long - the problem has changed by the time the answer is 
found. 
This gave rise to an approach which went beyond the conventional anthropological 
and survey-style to an approach which is focused more on the need for developers to 
listen and observe rather than dictate rural development (Chambers 1995). 
Specifically in relation to reproductive health, Askew (1988) defined community 
participation as: 
"An educational and empowering process in which people in partnership 
with those able to assist them, identify problems and needs and 
increasingly assume responsibility themselves to plan, manage, control 
and assert their collective actions that are proved necessary". (Cited in 
Askew et al 1988). 
This definition places community participation in the context of a partnership, where 
external practitioners work with community members who assume a key role in the 
decision-making process and the implementation of project activities. This view is also 
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expressed in the Alma Ata declaration that 'people should be the main health resource 
and accept the community as the essential voice' (WHO 1978). 
In order to succeed, most of the community-based activities that have been carried out 
in Zambia have brought together men and women from a local community to address 
a common concern. The review of project activities did not result in an account of 
activities which were specifically targeted at men. The specific accounts of a range of 
community-based approaches carried out in Zambia include the following. 
5.12 A People-centred Approach 
One of the prominent community-based approaches in Zambia is the use of a people-
centred approach. These strategies include the use of Participatory Learning and 
Action (PLA) and the use of the 'Stepping Stone' process (described in detail below). 
In this context, health promotion is seen as a process of empowering communities to 
own and control their own destinies and to have a direct involvement in the process of 
change. Rice (1996) observes that in these efforts people rather than problems, 
become the focus of the intervention. She states firstly that this implies that people 
take greater control for, and become more involved in, their own health care and 
maintenance. Secondly, for the general public, as well as for service providers of all 
sorts, it means understanding reproductive health in the context of an individual's life-
span and the surrounding culture, social economic and physical environments. And 
thirdly, to move away from vertical problem-specific interventions and Man integrated 
and comprehensive approach to reproductive health. it will be necessary to mobilise 
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decision-makers to create and sustain their political will and commitment" (Rice 
1996). 
This approach to addressing the risk of HIV is what the UNAIDS describe as value 
transformation Rice (1996). This is a process through which individuals and 
communities critically reflect on the content of their indigenous knowledge in relation to 
their human and sexual rights and transmission of HIV/AIDS. This process of 
intervention can provide opportunities for value transformation to occur when 
appropriate. Value transformation involves critical thinking. It is about problem-solving 
and conflict resolution and draws on the Freirian pedagogy of 'conscientisation'. This 
calls for the raising of the self-reflected awareness of the people rather than educating 
or indoctrinating them. According to this theory, action for social change requires an 
educational process in which participants develop a critical awareness of the 
circumstances influencing their lives, reflect on what this means in their individual and 
communal situation and decide what action would be most important and feasible to 
take. Freire's widespread influence on development is the notion that people living in 
marginalized and deprived positions need to develop a critical insight into the 
structures, ideas and practices in the society, in which they are placed and which 
maintains them in positions of inequality (Helman 2000). Freire further argues that 
people learn more successfully through critical thinking of their own situation, rather 
than 'soaking-up' the knowledge of 'experts'. 
Werner (1977) shares a similar view, stating that 'the conscious aim of such 
programmes is to help strengthen the position and bargaining power of the poor'. In 
this approach, he argues that community participation should be seen as a devolution 
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of power from the powerful which, in the process empowers the less powerful to take 
charge of their own development. Given this premise, effective health education and 
health promotion should involve representatives of the target population at all the 
stages of project assessment, planning, implementation and evaluation. The 
reproductive behaviour and conditions that need to be targeted should be based upon 
the priorities and perspectives of the community. 
At the international level, the International Planned Parenthood Federation has 
highlighted a strong and growing movement towards the use of participatory 
approaches in the development and implementation of Sexual and Reproductive 
Health Programs (IPPF 2000). This approach has also been adopted and is being 
utilised by a growing number of organisations that are working in this sector. These 
methods include the use of focus group discussions, visualisation techniques, role-
play and stories (IPPF 2000). In these approaches the community is involved from the 
beginning and believes that community members themselves have the best answers 
to their sexual and reproductive health concems. The IPPF further points out that this 
requires a partnership between family planning services and the community where 
each takes on equal and complementary roles to share the responsibility for improving 
sexual and reproductive health. 
5.13 Participatory Learning and Action. 
The Participatory Learning and Action approach is described as a growing family of 
approaches and methods to enable people to express, enhance, share and analyse 
their knowledge of life and conditions to plan and act (Chambers 1995). PLA is a 
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development process derived from Participatory Rural Appraisal (PRA), which in turn 
evolved from Rapid Rural Appraisal (RRA). RRA began as a response in the late 
1970's and 1980's to biased perception derived from what Chambers has described as 
'rural development tourism' where urban-based 'experts' visit rural communities and 
develop programmes for them rather with them. 
PLA uses simple visualisation techniques to analyse problems and prioritise solutions 
and can be used in different circumstances. The UNDP Human Development Report 
(2004) acknowledges the use of the PRA approaches stating that: 
"The great value of Participatory Rural Appraisal is in the way that it 
empowers communities and builds their capacity for self-help, solidarity 
and collective action. The methods used enable people to share 
information, and stimulate discussions and analysis. It essentially 
provides a voice to the poor enabling them to express their problems and 
priorities." (UNDP 2004:88) 
The use of PLA and such participatory approaches to analyse sexual and reproductive 
health problems is a departure from the conventional needs assessment and 
development process carried out by teams from outside the community using 
questionnaires and instruments to gather data for project planning. In conventional 
needs assessment, the information collected is then analysed and interpreted by the 
program staff or external visitors who plan the program on the basis of the information. 
Edwards (1995) contends that this practice places values on the technical knowledge 
of the experts over the indigenous knowledge of the people being studied or helped 
where general solutions are offered and manufactured from outside the community for 
problems that are highly localised. 
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"The practice of development work teaches us that problems are usually 
specific in their complexity to a particular time and place. In addition, it is 
impossible to understand real-life problems, unless we grasp the 
multitudes of constraints, imperfections and emotions which shape the 
actions of real people". (Edwards 1996:78) 
Edwards (1996) further points out that conventional research cannot do this because it 
divorces itself from the everyday context within which an understanding of these 
emotions can develop. He argues that researchers think that they perceive the reality 
of what is going on but do so through a series of biases which they carry with them 
from their training and other cultural experiences. 
5.14 Using Participatory learning and action methodologies. 
In some sections of the community, the Planned Parenthood Association of Zambia 
in connection with other stake holders have used simple drawings .and visual 
techniques and drama techniques to discuss problems concerning HIV/AIDS and to 
identify priorities and solutions both in the short and long-term perspectives. Some of 
the methods used have included: 
5.14.0 Flow diagrams 
A DfiD/Options (2000) evaluation report on the impact of PLA methodologies on 
HIV/AIDS prevention reports that flow diagrams are used to analyse the good things 
and bad things about cultural practices and behaviour such as polygamy and the 
implications it has for the risk of infection. They have also been used for critical 
analysis of the causes of problems and to suggest solutions. They provide an 
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opportunity to engage the creative as well as the analytical abilities of people leading 
to motivation to take action. 
5.15.1 Pairwise ranking 
The same report (DfiO/Options, 2000) describes pairwise ranking as a process where 
community based workers use sticks and bottle tops to identify the communities' 
immediate problems and prioritise reproductive health needs. In one session using this 
approach, women identified four problems. The problems in their order of priority were 
too many children, HIV/AIDS and STO's, drunken and lazy husbands. The discussions 
further covered linkages between problems and feasibility of solving them 
5.14.2 Seasonal calendars 
These methods are used to analyse how the season affects sexual and reproductive 
health practices in the community. 
By using local materials, communi~y members are able to draw and relate seasonal 
events to their lives. In terms of reproductive health programming, people identified 
that in the cold season couples slept together for warmth and therefore there were 
more conceptions and STO's. After harvest men have a lot of money. There are 
quarrels with wives over the use of money. There are more sexual partners among 
both women and men (men spending the money, women trying to access the money) 
and beer drinking in traditional ceremonies. All these events have implications for 
sexual and reproductive health programming. 
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5.14.3 Transect walk 
This involves mapping human and physical resources for sexual and reproductive 
health including Traditional Birth attendants (TBA's), Community Health Workers 
(CHW), traditional healers, clinics, source of condoms, as well as risky places, beer 
bars, places where one could meet different age groups and other resources which 
impact on reproductive behaviour. 
5.14.4 The 'Stepping-Stones' process 
Within the context of a health promotion effort, another important community-based 
and participatory approach to reproductive health, gaining increasing momentum, is 
the use of a process called 'Stepping-Stones' (Welbourn 1995). This is a strategy that 
works with peer-groups grouped by gender and/or age to address sexual and 
reproductive health concerns. Welbourn (1995) has described Stepping-Stones as: 
"[A] training package on HIV/AIDS, gender, communication and 
relationship skills, designed largely for sub-Saharan Africa but adaptable 
for use anywhere. It describes how to organise a series of workshops 
over several months to enable women and men of all ages to explore 
their social, sexual and psychological needs, to analyse the 
communication blocks they face and to practice different ways of 
addressing their relationships. Workshop sessions include exercises 
involving role-plays and other participatory methods. They are held 
mostly with peer groups based on gender and age with occasional large 
meetings. There is a video filmed in Uganda which consists of 15 short 
clips designed to provide participants with a springboard for discussion 
during the workshop sessions" (Welbourne 1995). 
This approach to tackling reproductive health issues goes beyond the conventional 
Information and Education Communication (IEC) approaches to HIV/AIDS prevention. 
This is achieved by encouraging the sharing of experiences within and between peer 
groups, building on-going support networks through peer-group activities and enabling 
these groups to articulate and make public the changes they would like to see. 
The principle underlying this approach is that people work within and from their own 
realities and using their own modes of expression to explore real-life dilemmas. By 
engaging the analytical abilities of the local people, the use of 'Stepping-Stones' 
stimulates and sustains community participation in tackling their sexual and 
reproductive health concerns. This provides a valuable means of communication 
within and beyond the community that is, in itself, a process of empowerment. 
In Uganda where this process was instigated by ACTIONAID in 1997, the process 
showed the capacity to bring about a number of important changes in communities in 
which it was used (Cornwall 1997). 
5.14.5 Advantage of community participation 
The advantage of community participatory approaches in a district is that such 
approaches foster and ensure democracy, accountability, and ownership of the project 
by the community. Slocum and Thomas-Sayer (1995) point out that the involvement of 
the local people further enhances significantly, the quality and effectiveness of 
programmes in such areas as problem definition, data collection, decision-making and 
implementation processes. They point out that such involvement encourages 
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community awareness, understanding and commitment, facilitates decision making, 
coalition formation, consensus building and promotes collaboration among outside 
researchers and development workers. This further assists the process of 
empowerment and sustainable development. 
Similarly Green and Krueter (1991) have justified the involvement of the community by 
stating that this form of intervention provides the opportunity for ownerShip, which can 
lead to a sense of empowerment and self-determination. The Alma Ata declaration 
has also given community participation in health added impetus, pointing out that: 
'People have the right and duty to participate individually and collectively in the 
planning and implementation of their health care' (WHO 1978). This declaration further 
established the key principal for primary health care, which has been established as 
"essential health care made accessible to individuals and families in the communities 
by means acceptable to them through their community participation and at a cost the 
community can afford (WHO 1978). But the World Health Organisation advocates the 
term community involvement in preference to community participation. This is 
because: 
"It is not sufficient to merely participate, which may simply be a passive 
response; there should be a mechanism and processes to enable people 
to become actively involved and to take responsibility for some decisions 
and activities jointly with health professional" (WHO: 1981 in Shaeffer 
1994: 16) 
As a result of the central role that the involvement of the community played in primary 
health care, Rao (1995) explains that the concept rapidly emerged as a key 
component in recommendations for family planning and matemal and child health 
programs (MCH). This was further endorsed two years after the Alma Ata conference 
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in the Jakarta conference on Family planning. This conference stressed the 
importance of community participation in the design of family planning and 
reproductive health services so that people would find them culturally acceptable and 
responsive to their needs (UNFPA et aI., 1981 cited by Askew and Khan 1990). They 
further added that the goals of encouraging community participation in the family 
planning programs appear to include: 
5.14.6 
" .... more acceptable services that respond to expressed local needs; to 
increase the availability of services through expanding the service 
delivery system and to ensure more effective and efficient program 
implementation through community contribution of resources and 
decision making." (Askew and Khan 1990: 127) 
Benefits of the range of activities to the community. 
Notwithstanding the various constraints which limit the effective coverage of the 
various health promotion approaches implemented within the context of a 'social 
marketing strategy' and a 'community based approach', a mid term evaluation of the 
community approach project activities in Eastern rural Zambia, covering Petauke 
district, under the auspices of the DfiD and Options consultancy services Gordon 
(1998) shows that there are a number of benefits that have accrued to the 
communities through the implementation of these activities. Some of the benefits 
enumerated in the evaluation report are that: 
• As a result of the variety of Information and educational activities carried out in 
the communities in this area, including Petauke the HIV/AIDS awareness level 
has increased to over 90 percent amongst young men and women and adults 
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of reproductive age. This same figure corresponds with the findings of the 
Zambia Demographic Health Survey (CSOZ 2003) which indicate wide spread 
awareness of HIV/AIDS through out the country. This means that almost all the 
sexually active young people and adults in the communities are aware of the 
risk of infection and how this can be averted. 
• Men and women reported improved relationships as the use of contraceptives 
minimized the risk of unwanted pregnancies. 
• Women reported that it is now easier for them to negotiate the use of 
contraceptive with their husbands because men have become aware of the 
benefits of family planning. 
• The various projects have enabled the community to have access to HIV/AIDS 
information. 
• There was a reduction in unwanted pregnancies because of the increased use 
of modem contraceptives. 
• Once considered as taboo subject, it is now possible to openly discuss the use 
of condoms as a contraceptive as well as a measure of protection against 
sexually transmitted infections including the risk of HIV/AIDS. 
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• There was an increase in the uptake of condoms used as a precaution agaiflst 
the risk of STI and HIV infection and including for use as a contraceptive. 
• There was a drop in incidences of STO's because of the use of condoms. 
• Couples reported improved sexual relationships as they did not have to worry 
about the risk of an unwanted pregnancy 
• Community members appreciated the manner in which the project activities 
were being implemented as they were involved in the decision making process. 
• The availability of trained community based agents meant that community 
members had easy access to information and were able to raise and discuss 
their reproductive health concerns 
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5.15 Constraints on community participation 
Despite the many advantages associated with a community based approach, it has 
been found to have its own limitations. Rifkin (1990) and Helman (2000) point out that 
although the notion of community participation has been given a high profile, there is 
no standard definition given to the concept. This is because the process of community 
participation will be influenced by the political, cultural and social economic 
characteristics of the community and that the type and extent of participation may also 
vary depending on the programme. The influence of these factors yields a different 
and specific definition reflecting the context in which the participation is occurring. 
At another level, while there is broad agreement on the outlines of content and 
importance of participation, unanimity has not yet been achieved in population and 
development programmes regarding the extent to which the community can participate 
in the design of the project. Askew and Khan (1990) point out that there are in fact 
some limitations to the extent in which community participation can be achieved in 
reproductive health programmes. They point out that most funding agencies support to 
varying degree areas of their own interest; this may preclude any need or opportunity 
for local level participation in setting objectives and determining service provision 
strategies. 
For example, in reproductive health programmes, women may decide that their 
immediate needs are addressed in the provision of a community ambulance, which 
can take pregnant women with complications to a local hospital. However, this may 
not be within the area of support that an agency programme can provide. As a result. 
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this may lead to a situation in which the level of community participation in the 
programme activities remains minimal. 
As implemented up to now, programmes adopting community approaches have also 
failed to focus on a series of issues, which this thesis argues are critical to health 
promotion initiatives having maximum effect on preventing HIV/AIDS transmission in 
heterosexual marital relationships. The programmes have failed to explore the 
problem of hierarchies within communities. For example they have not addressed the 
question of how domestic violence within marriage may both reflect and compound 
unequal relationships between men and women, contributing to risky sexual practices. 
They have also not taken into account how both specific traditional and current 
broader social conditions may provide a key context for risky male behaviour e.g. the 
association between enforced economic migration and multiple sexual partners; the 
dangers inherent in traditions of 'sexual cleansing', after the death of a spouse. Nor 
have they focused on addressing how the degree of variation in individual men's 
perceptions of desirable and appropriate male behaviour needs to be recognized as a 
crucial factor in targeting health promotion interventions. 
5.16 Men and HIV/AIDS health promotion interventions. 
While a number of gains have been made in raising awareness regarding a variety of 
sexual and reproductive health concems, as shown here there is still a lack of a clear 
health promotion strategy to enhance male involvement in HIV/AIDS prevention. 
through addressing the specifics of men's perceptions and behaviour and in particular 
amongst men in heterosexual marital relationships which is the focus this study. 
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This review indicates that due to the limited resources for HIV/AIDS reduction related 
activities, current and existing health promotion initiatives have targeted a general 
audience such as adult men or adult women without necessarily segmenting these 
populations further into groups with specific characteristics such as married men or 
unmarried divorced or widowers or further still, members of these groups who in tum 
will remain in the locality or who, for instance are due to move out of the area to work. 
The same situation applied to women and that interventions were focused on women 
as a general population. 
The failure to segment the population into specific population groups has meant that 
current health promotion initiatives invariably assume that all the population groups 
are exposed and subjected to the same societal influences in constructing their sexual 
behaviour in relation to the risk of HIV/AIDS. Arising from this analysis, there is 
therefore a need for these approaches to evolve a process through which specific 
needs within local communities can be addressed. For instance men and indeed 
women in marital relationships have their own special needs and circumstances that 
require special attention e.g. the rationale for condom use within marriage. 
It has also become clear that current and existing health promotion tended to neglect 
two key dimensions to the social-contextual factors that shaped and influenced the 
dominant ideologies of masculinity in the community. First, though there is ample 
evidence that HIV/AIDS risk behaviour is influenced by a variety of wider social 
conditions e.g. poverty most of the current and existing interventions being 
implemented in Petauke district are ignoring possible social determinants of risk 
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behaviour. As will be illustrated in this study, in interviews and focus group 
discussions men and women respectively observed that many problems of HIV 
transmission within the community were linked to conditions of poverty, limited access 
to employment and generally high levels demoralization amongst the local 
community. 
Secondly, in relation to dominant ideologies of masculinity, current health promotion 
interventions seemed to be based on the contemporary understanding of masculinity. 
Although this has contributed greatly towards efforts for HIV/AIDS risk prevention, 
there appears to be a notable lack of engagement with the emerging theories on a 
pluralistic vision of masculinity. Current health promotion approaches appear to rely 
heavily on a universal interpretation of masculinity common to all men. As I have 
highlighted however, in chapter 4, postmodernist theories encourage the need to 
explore the relevance of multiple masculinities (Connel 1987, Mac an Ghaill 1996, 
Hearn 1998). Diversity exists amongst men's behaviour, and concepts of masculinity 
change according to time, events and the perspectives of those involved. 
5.17 Conclusion: developing health promotion practice 
This present study analysed HIV/AIDS prevention literature, informational documents, 
education and communication (IEC) activity reports, project minutes of meetings 
guided by discussions with health promotion staff at Petauke district health 
management board and significant others in the community. This review has been 
focused on ascertaining the extent to which current health promotion initiatives in the 
district of Petauke. reflecting wider Zambian HIV/AIDS health promotion initiatives 
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address aspects of variations in interpersonal perspectives and interaction, together 
with features of the wider social environment that impact on men's sexual behaviour 
and subsequent risk of HIV/AIDS transmission in marital relationships. 
It became obvious in this analysis that current HIV/AIDS interventions invariably 
assume that all the population groups are exposed and subjected to the same societal 
influences in constructing their sexual behaviour in relation to the risk of HIV/AIDS. 
Arising from this analysis, there is therefore a need for these approaches to evolve a 
process through which specific population needs can be addressed. For instance, as 
discussed earlier men and indeed women in marital relationships have their own 
special needs and circumstances that may require special attention. 
Furthermore, there is an urgent need to begin to rethink the conceptual framework for 
health promotion intervention, focusing on male involvement. To assume that men 
exhibit identical gender characteristics is to create a monolithic stereotype that may 
only apply to few individuals. This gives reason to make a problem of the construction 
of masculinity and indeed the necessity to explore further its multilayered structure. 
Contemporary views of masculinity which inform current health promotion practice 
have tended to assume an ideal world, in which everyone is equal and free to make 
empowered choices, and can opt to abstain from sex, stay faithful to one's partner or 
use condoms consistently. In reality, both men and women face, and have to 
negotiate, a range of HIV-related risk factors and vulnerabilities that are embedded in 
the social relations and economic realities of their societies at national and local level. 
These factors are not easily conceptualized or addressed but until they are, health 
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promotion efforts to contain and reverse the AIDS epidemic are unlikely to develop 
further. 
A useful starting point is to begin to promote the concept of the development of 
masculinity as a social process i.e. that masculinity is shaped and expressed through 
complex interpersonal perceptions and interpersonal interactions. Furthermore, 
masculinity is defined as a variety of complex values and beliefs which in turn inform 
men's behaviour. It is not one given set of characteristics shared by all men. By 
recognising this, health promotion can work towards deconstructing some of the 
harmful ideologies of masculinity that enhance the risk of HIV/AIDS e.g. that men are 
naturally promiscuous. 
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Chapter Six: 
Methodology 
6.0 Introduction. 
In this chapter, I describe the research methodology process for this study, beginning 
with a consideration of the definitions that inform a qualitative methodology, and the 
relevance of this approach. I will continue by describing the various data collection 
techniques and the debates that inform the suitability of each of these methods. The 
choice of the sample and the criteria used to select and recruit participants are also 
discussed. I then discuss the ethical issues that governed the study and the process of 
negotiating access into the communities. This was particularly relevant in conducting 
research on HIV, as sexuality and related issues such as domestic violence are highly 
personal and confidential matters. I conclude the chapter with a reflexive account on 
the practical experience in data collection during the fieldwork for the study and how 
the data was handled and managed. 
6.1 Choice of a qualitative methodological approach. 
This study used a qualitative methodological approach to gather and process data 
from the field. The decision to locate the study within a qualitative paradigm was made 
at the conceptual stage of the study. This related to the 'fit' between the interpretative 
and exploratory nature of this study and the suitability of this methodological approach 
in exploring issues around beliefs, behaviour and practices (Burgess 1984). 
Furthermore, this approach was considered appropriate for this study because 
qualitative research methodology emphasises the importance of social context for 
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understanding the social world. In this regard, the meaning of a social action or 
statement is seen as dependent on the context in which it appears. 
In connection with the decision to use a qualitative methodological approach, 
Cresswell (1994) has described this methodological paradigm as an enquiry process 
of understanding a social phenomenon or human problem based on building a 
complex, and holistic picture formed with words, and reporting the detailed views of 
informants conducted in a natural setting. For the purpose of this study, the term 
methodology is used to describe the methods of data gathering, forms of data analysis 
and the planning and execution of the study. A qualitative methodological approach 
has also been described by Evered and Lewes (1981) as an 'inquiry from the insight' 
stating that the aim of this methodological approach is to answer not only the 'what?' 
questions but also the 'why?' and 'how?'. These characteristics belong to an 
interpretative and phenomenological tradition, which requires the researcher to enter 
the field of study with an open mind, to explore, interpret and understand the nature of 
the world as perceived by the participants in the research. 
This tradition of methodological approaches considers that social reality is a construct. 
It is constructed through interpretations of the actors. Furthermore, this approach is 
grounded in the perspective that life experiences vary significantly and that all 
meaning is socially constructed. This approach was therefore found to be particularly 
relevant in this study because it resonates with the theoretical and conceptual 
underpinnings which underlie a social constructionist approach used to inform the 
development of this study. 
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Furthermore this approach was found to be relevant to this study because the 
exploration inquired into aspects of human interaction and relationships such as 
human sexuality and domestic violence which are often considered private, personal 
and confidential matters. Renzetti and Curran (1992) include in their classification of 
sensitive subjects, topics which have the potential for being seen as an intrusion into 
the personal and private lives of participants such as sexuality. Similarly, since this 
study was to examine the interconnectedness between domestic violence and the risk 
of HIV/AIDS in marital relationships, Dobash and Dobash (1989) and Hearn (1998) 
classify studies about domestic violence as a sensitive topic for research. 
Given this background, this study called for a research process that provided the 
flexibility to appropriately adapt the data collection process to accommodate the 
difficulties that participants may experience in talking about the various issues ttie 
study was to address. This consideration in addition took into account insights from 
Seiber (1993) who has previously pointed out the need to be culturally sensitive in the 
way that one designs and interacts with research participants when conducting stUdies 
in a sensitive area. Other considerations for this choice related to the flexibility that a 
qualitative methodological approach allowed in capturing local voices and the diversity 
of local knowledge in the research process. Darlington and Scott (2002) point out that 
a qualitative research approach takes seriously the notion that people are experts of 
their own experience and, as such, are best able to report how they experience a 
particular event of phenomenon. Because of this, they are therefore much better 
placed to offer solutions to problems affecting their life experiences. 
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While a qualitative approach is considered as an ideal approach for exploratory 
studies (Burgess 1984, Sarantakos 1996, Hammersley et a11995, Punch 1998), I was, 
however, mindful throughout the research process of the problem of subjectivity that a 
qualitative approach presents. This is because qualitative research can be influenced 
by the moral and political values of the researcher. In this study, and particularly in 
view of the sensitive nature of the study area, this called for the need for reflexivity in 
order to reduce my moral and political values affecting the value of the information in 
the process of data collection. In section 6.4 I provide a background of my moral and 
political stand point so that the results of this study can be considered in that context. 
6.2 Accommodation for reflexivity 
A key aspect underpinning a qualitative approach is its flexibility which accommodates 
opportunities for critical reflection and reflexivity in the way a study is conducted. 
Reflexivity in social research relates to the researchers need to understand how 
individual biases can contribute to shaping the data that is collected and ultimately. the 
research outcome (Pole and Lampard 2002). As I have explained above, the concept 
of reflexivity is centred on the notion of the researcher as a social actor and being an 
'insider' or 'outsider'. Each of these positions influences the data collection and 
research outcome. 
Central to this view is that we cannot directly present either the voices of participants 
or their direct experiences in the writing of research, based on a fixed account of 
participant's lives. This is because both the participants and researcher cannot be truly 
objective about the research process, but are an intrinsic part of the social world that 
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they seek to study. Consequently, those engaged in social research need to 
acknowledge that all research contains bias, but that the impact of the researcher and 
the extent of bias on their subjective understanding will vary, depending on the 
methodological approach. These issues are rarely acknowledged other than in 
qualitative studies (Oenzin and Lincoln, 1994). 
6.3 On being an insider or outsider 
According to Burgess (1984), there are both advantages and disadvantages in 
working in a familiar environment as an 'insider'. It has been argued that being an 
insider sometimes enables the researcher to blend-in well with those who share 
similar frames of reference. In such situations, the interaction between the researcher 
and those being researched is considered natural communication. For instance an 
insider is likely to share the same language and the same social-political context. In 
this circumstance, Burgess (1984) further argues that as an 'insider', a local 
researcher may be able to easily establish rapport and obtain a wider and deeper 
understanding of the issues, compared to that which might be achieved by an 
'outsider'. Burgess (1984) further explains however, that there may be contrasting 
views that an 'insider' might have, as opposed to the 'outsider', this is because the 
'outsider' may be more able to be detached in situations they experience. In this 
regard, it has been argued that the 'outsiders' experience is more conducive to a 
social research environment because the researcher is free from any commitment to 
those being studied and therefore more likely to be objective. 
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6.4 My reflexive account as an insider 
My location in this research project is from a position that, I am male, heterosexual, 
married with four children, and native of Zambia. I am a Christian of the Roman 
Catholic faith. Although the Catholic Church has a position on the use of condoms, I 
have a liberal stand on their use as a measure of protection against the risk of 
HIV/AIDS infection. I further located my position in this study with an awareness a 
number of different perceptions that have been given to provide an explanation of the 
underlying factors associated with the spread of the HIV/AIDS epidemic in rural 
communities. 
Since the outbreak of the epidemic in 1986, I have personally worked on a number of 
different programmes and projects in rural communities, aimed at mitigating the 
spread of the epidemic in the country. During these travels I have encountered first 
hand the tragic devastation that HIV/AIDS can bring onto a family. I have seen families 
disintegrate and children made homeless without hope for the future because of 
HIV/AIDS. 
At a personal level I have been touched by the epidemic through the loss of three 
young brothers, Steve, O'Brien and more recently Joe who have passed on because 
of HIV/AIDS. Given this background I felt that I was familiar with the social impact and 
consequences that the HIV/AIDS epidemic is having on families. The possible bias 
that I may therefore bring to this study is that of a close attachment to the pain and 
trauma that HIV/AIDS is inflicting on families. 
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For this reason, I would to some extent be considered as an 'insider'. This, in a way, 
gave me an added advantage to easily interact with the study participants in the study 
communities. 
However, even though I am a Zambian, my role as an 'insider' in the communities 
where the data was collected was contestable. This is because, coming from an urban 
setting and studying outside the country, I was to some extent, understandably viewed 
by many as an 'outsider'. Conscious of the double meaning that my representation as 
a researcher carried, my role therefore was be to be as neutral and as passive a 
listener as possible throughout the data-collection research process. All through the 
research process, respondents were considered the 'experts' and were therefore 
provided with maximum opportunities to tell their stories. 
Furthermore, my abilities for reflexivity as a social actor in the research process were 
enhanced by the fact that I was researching a subject on men in heterosexual 
relationships. As a married man, I shared the same frame of reference as the 
population group upon whom I was conducting the study. This enabled me to easily 
relate to their social realities and experiences in marital relationships. 
6.5 Data collection instruments. 
Two methods of data collection were used for the study. These were semi-structured 
in-depth individual interviews and focus group 
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The decision to use individual interviews with men and focus group discussions with 
women was made early at the onset of the field work. The use of individual interviews 
with men was based on past experience of working in rural communities with the 
Planned Parenthood Association of Zambia. I have worked with the Planned 
Parenthood Association of Zambia for over 15 years in typical rural communities on a 
variety of sexual and reproductive health projects with different population groups. As 
many of these communities are traditionally conservative societies, I have in my 
experience found that it is much easier as a man to talk to a fellow man on issues 
regarding sexuality. For this reason, I felt therefore that individual interviews would be 
a much more appropriate method for data collection with men. Furthermore, in the 
context of this study, as a married man, with children I found it easier to discuss issues 
regarding sexuality in a marital relationship because I shared the same frame with the 
men who participated in the study. 
With regard to focus group discussions with women, the reasons taken for this 
decision were two fold. Firstly this was on account that both traditionally and culturally, 
it was going to be difficult for women to discuss such issues with me as a male 
researcher let alone that I was a stranger. Traditionally, it would not be acceptable for 
women to engage in a discussion with a man on issues surrounding sexual behaviour 
in a marital relationship. The other reason was to do with the fact this study was to 
explore issues on domestic violence. The WHO guidelines require providing a level of 
protection to the participants in such a study to do with domestic violence. Due to the 
limitation of resources to provide adequate protection for the study participants it was 
felt that it would be easier to obtain the participation of women in the study through the 
use of focus group discussion. 
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The additional consideration in using focus group discussions with women drew on the 
Planned Parenthood Association of Zambia experience of working of working with 
women on issues regarding domestic violence using the stepping stones package. 
Stepping stones is a strategy that works with peer-groups grouped by gender and/or 
age to address sexual and reproductive health concerns (Welbourn, 1995). It is 
training package designed to facilitate community and family dialogue on HIV/AIDS, 
gender, communication and relationship skills. It is designed largely for sub-Saharan 
Africa but adaptable for use anywhere. 
It has been used in selected communities in the Eastern province of Zambia through 
the hosting of a series of workshops over several months. The package enables 
women and men of all ages to explore their social, sexual and psychological needs, 
and to challenge the communication blocks they face and to practice different ways of 
addressing their relationships. Workshop sessions include exercises involving role-
plays, focus group discussions and other participatory methods. They are held mostly 
with peer groups based on gender and age with occasional large meetings. 
The principle underlying this approach is that people work within and from their own 
realities and using their own modes of expression to explore real-life dilemmas. By 
engaging the analytical abilities of the local people, the use of 'Stepping-Stones' 
stimulates and sustains community participation in tackling their sexual and 
reproductive health concerns. This provides a valuable means of communication 
within and beyond the community that is. in itself, a process of empowerment. 
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Much of this work has been achieved through women discussing these issues in focus 
group discussion and hence the decision to use this model of dialogue to explore 
issues related to this study topic, as it was likely to be acceptable to the women invited 
to participate. 
6.5.0 Using multiple methods of data collection. 
The purpose of using multiple methods for data collection for this study namely 
individual interviews and focus group discussions was in order to achieve a greater 
level of confidence of the accuracy of the targeted information (Burgess, 1982, Pope 
and Mays 1999, and Silverman 2000) state that researchers may in exploratory 
studies use multiple methods of data collection as a data collection strategy. This 
enhances the credibility of the information collected as it provides a means to 
crosscheck the consistency of information across the various research methods, 
Sarantakos (1996). 
For the purpose of data collection, two sets of data collection instruments comprising a 
questionnaire for the semi-structured interviews and a question guide for the focus 
group discussions were developed prior to fieldwork (see Appendix 6, 7). Both the 
questionnaire and the focus group guide were developed while at the University of 
Warwick in the United Kingdom. The questionnaire for the semi-structured individual 
interviews comprised a number of open-ended questions based on the research 
questions for the study. A separate discussion guide for the focus group discussion 
based on the various themes reflected in the research questions to facilitate 
discussion with women was also developed (see Appendix 6, 7). Both the 
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questionnaire and focus group discussion guide underwent extensive review by 
colleagues prior to finalising the drafts for pre-testing. 
The purpose for having developed the questionnaire and the discussion guide in 
advance was that this allows for the provision of a standard procedure for data 
collection and limits the extent of bias because without this, the information may not be 
collected in the same way (Singleton and Straits 1999). The initial data collection 
instruments were developed in English and later translated into the local language that 
was used during the data collection exercise. The purpose of using the local language 
was in order to achieve optimal verbal interaction with the study participants (Burgess 
1984). 
6.5.1 Semi structured individual interviews. 
Semi structured in-depth individual interviews were selected to be use as a one-ta-one 
discussion process for collecting data for the study. Thirty individual interviews were to 
be held with men that met the criteria of either being currently married, divorced, 
separated or widowed. This method of data collection was selected as it is known to 
be an effective way of accessing people's perceptions, meanings and definitions of 
situations (Punch, 1998). Researchers use semi-structured interviews in order to gain 
a detailed picture of a respondent's beliefs about, perception or account of a particular 
topic. It is a form of focused discussion between a respondent and the interviewer. 
Bryman and Burgess (1999) explain that semi-structured interviews enable flexibility 
for the respondents to reply in their own terms. It also enables the respondents to 
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elaborate on issues that they consider as important and relevant to both the 
interviewer and the respondent. 
Central to this form of data collection is the advantage of working with the study 
participants in an intense and prolonged manner and within an environment that 
remains close to the everyday life of their families, groups, societies and organisations 
(Sarantakos 1996). Furthermore, it has been argued that the methodology allows for 
flexibility enabling the actual research process to elaborate on issues of relevance that 
may emerge. 
Sarantakos (1996), Darlington and Scott (2002) further describe this method of data 
collection as being naturalistic, communicative and reflective. It is considered 
naturalistic as the process of research is carried out within the participant's natural 
environments and settings. This enables participants to describe their life experiences 
and events in their natural setting. It is also considered communicative as the method 
enables the researcher to operate in the context of the process of communication of 
which it is part. Furthermore the approach has been described as reflective as it allows 
the researcher and those being researched to reflect critically upon the aspects of 
reality on which the study is based. These considerations add a richness and depth to 
the gathered information (Sarantakos 1996). 
Bailey (1996) has further described the approach as being suitable for a descriptive or 
an exploratory research study. This is because the approach provides an opportunity 
for detailed discussion and the quality of information can be enhanced through 
prompts in the course of the discussion. This, in turn, may reveal a detailed account of 
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what was experienced in the field. Additionally, this method of data collection was 
selected because interviews are known to be an effective way of accessing people's 
perception, meanings, and definitions of situations (Punch, 1998). An additional 
advantage with interviews is that this technique of data collection enables flexibility 
allowing the respondents to reply in their own terms (Burgess 1984). 
Judd et al (1986) allude to a similar view, stating that interviews work well for 
exploratory studies. This is because the responses obtained during interviews are 
spontaneous rather than forced. The responses are, in addition self-revealing and 
personal rather than superficial. A further advantage of interviews is that it enables the 
researcher to prompt and probe around areas of significance to the topic. This is also 
used to remind the interviewee about vital points of the interview and to ask 
participants to relate further on a particular dimension of an issue that is brought up 
during the course of the interview. 
'Probably the central value of the interviews as a research procedure is that it 
allows both parties to explore the meaning of the questions and answers 
involved. There is an implicit, or explicit sharing and/or negotiation of 
understanding in the interview situation, which is not so central and often not 
present, in other research procedures. Any misunderstanding on the part of the 
interviewer or the interviewee can be checked immediately in a way that is not 
possible when questionnaires are being completed or tests are being 
performed. (Hammersley et al 1995: 149) 
While considered an effective means of data collection, interviews also have 
drawbacks. In the case of researching sensitive issues, there is the danger that 
interviews result in therapeutic sessions for some respondents. Burgess further points 
out that another limitation is that interviews might be long-winded and require tact, 
empathy and skill on behalf of the researcher, to remain focused in bringing out the 
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needed information. Furthermore, there is a risk that interviewees may provide 
responses that seek to impress the researcher with what they think he or she expects 
to hear. 
6.5.2 Focus Group Discussions 
Focus group discussions were chosen as technique for data collection. This is a 
research data collection method that involves bringing together a small group of about 
8-12 participants to discuss the research questions (Krueger et al 1994). By using this 
method, respondents encourage each other to identify common experiences, which in 
turn, provide a means of gaining more in-depth information. This method is very 
effective if the aim of the study is to explore the complexities and dynamics of human 
relations. Focus Group discussions share many of the advantages of in-depth 
interviews as a means of data collection (Darlington and Scott 2002). This according 
to Krueger (1994) is because focus group discussions take the form of an open 
conversation, where each participant is given an opportunity to speak, ask questions 
and respond to the comments of others, including the facilitator. The facilitator 
moderates the discussion by asking questions that stimulate interactions among 
participants on various aspects of the study area. Some people prefer to participate in 
focus group discussions as they feel that there is less pressure on them as individuals 
and that they have more power to control their contribution in a discussion. Darlington 
and Scott (2002) point out that a group setting can make it easier for researchers to 
discuss taboo subjects as the less inhibited group members can assist to 'break the 
ice'. 
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Mindful that I was researching a sensitive subject, which had potential for 
embarrassment and as a result of which some participants may be reluctant to talk 
about personal experiences, the female research assistants started the focus group 
discussion with relatively safe issues and encouraged everyone in the group to speak 
early on. The discussion then moved on to more sensitive topics when there was 
evidence that the participants were ready to do so. This approach has been alluded to 
by Darlington and Scott (2002) saying that by starting off with relatively safe issues 
helps to build confidence among the participants. A similar approach to relatively safe 
issues is also recommended as being equally important in 'winding-down' the 
discussion. 
6.6 Pilot Testing 
All the data collection instruments were pilot-tested prior to being used in the field. 
Pilot testing also known as pre-testing is a process of trying-out the instruments on a 
small but representative sample, similar to the intended sample for the main study 
(Singleton and Straits 1999). This ensures that the questions are clear and 
participants are able to communicate the essence that was intended. Furthermore, the 
process is also used to check if respondents have any difficulties understanding the 
questions, to measure how long it took to collect the data, to build competence in data 
collection, and uncover any problems in field procedures (Adamchak 2000).This 
procedure is highly recommended in order to discover and correct problems before 
data collection begins. 
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The piloting of the instruments was conducted in the Chongwe district of Zambia, 
(which lies on the outskirts of Lusaka) over a period of one week. Chongwe is a semi-
urban and rural district and has similar characteristics to those where the main study 
was to be undertaken. It took the form of individual interviews and a focus group with a 
representative sample of participants. In addition to checking for consistency for the 
suitability of the data collection instruments, this pre-test exercise was used to ensure 
that the language and terms used in the study were culturally sensitive and respectful. 
The study was to gather information associated with human sexuality and domestic 
violence and these are classified as sensitive topics for research. As such, it was 
necessary to ensure that the language concepts used were culturally and socially 
acceptable. Strong cultural and traditional beliefs in Zambia make it difficult to openly 
discuss issues of sexuality (Gordon 1998). As such, it was imperative to respect the 
difficulty that the respondents may have with engaging in a detailed discussion, 
without being hindered by the use of the language terms that may be considered 
insulting or offensive. 
With this background, a number of changes were made to the guidelines after the 
pretest exercise. Many of the changes were made to ensure that the questions asked 
were clear and did not carry a double meaning. Some of the questions were also re 
arranged to ensure consistency in the logical sequence of thought. At this stage there 
were also some changes made in rephrasing the questions in order to ensure that 
they were not offensive. Some questions were at this stage discarded as they were 
found redundant. (interview and focus group guides are presented in Appendix 6, 7). 
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6.7 Additional study personnel and training 
Three female assistants were recruited to assist in facilitating the focus group 
discussions with women. All the three research assistants had previous training in 
conducting focus group discussion covering an HIV/AIDS topic. These were selected 
following a careful screening process of the skills that were available in the 
community. Most rural communities in Zambia face a critical lack of educated young 
men and women as they migrate to the urban areas. After careful screening, the 
research assistants selected for this study were the only three with the appropriate 
qualifications that were needed for this exercise. 
One of the female assistants served as a moderator, one was responsible for taking 
notes, and the third female research assistant was recruited to coordinate the 
organisation of the focus group discussion and to serve as a coordinator within the 
community, during the period of data collection. The reason for utilising the services of 
female assistants was because of the anticipated difficulties that may have been 
experienced in discussing with women participants, in-depth issues to do with 
sexuality. In Zambian culture, issues of sexuality still remain a largely taboo topic, so 
women find it difficult to discuss such issues with a man and particularly that I was a 
stranger in the community. 
This decision was also taken as it was hoped that the use of locally-known female 
research assistants could facilitate the discussions easily and would also provide an 
opportunity to collect richer data. This is because as the female assistants were 
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residents in the study sites, both the facilitator and moderator could be considered as 
'insiders' and the participants were more likely to have a lot more confidence in 
speaking out and therefore fully participate in the discussions (as opposed to a male 
'outsider' facilitating the discussion). Both the primary school teacher and the PPAZ 
reproductive health worker, who were recruited as research assistants, were well 
known in the communities for working in the reproductive health sector. This made it 
easier for the participants to relate to the researchers and thereby supplied the 
necessary confidence and legitimacy to the exercise. 
In order to prove their competence and also for the purpose of refreshing their skill. I 
had an opportunity to role-playa mock focus group discussion with both the facilitator 
and the moderator prior to going in the field. As I have had previous experience of 
using focus group discussions as a data collection method, the role-play therefore 
confirmed the research assistants' skills and capability to facilitate a discussion. It also 
enabled them to familiarise themselves with the focus group guide and at the same 
time allowed them experience in using the recording equipment. This interaction was 
very useful and served as an opportunity for the two assistants to refresh their skills. It 
also gave me the opportunity to observe the two assistants, and rehearse the guide to 
be used in the discussions. 
6.8 Research governance and ethical issues. 
The study adhered to the ethical requirements of conducting a study on HIV/AIDS in 
Zambia. The process of undertaking this study started with the submission of a 
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concept paper on the research topic and the study. instruments to the Ministry of 
Health Ethics Committee on HIV/AIDS Social Research. A covering letter, describing 
the general purpose of the study was also used to support my research status with an 
explanation of how the data was to be put into use (See Appendix 1-4). The 
documentation also explained the time frame for the filed work and other relevant 
details. Singleton and Straits (1999) emphasise the need to follow this process in 
obtaining access to conduct research in a community. 
The Ministry of Health Ethics Committee advised however, that because the 
operations of the Ministry had been decentralised, the proposal was to be submitted to 
the District Health Management Board in the area where the study was to be 
conducted, Subsequent to this advice the proposal was submitted to the Petauke 
District Health Management Board, who granted me the required permission and 
support to conduct the study within the province. The District Health Management 
Board further proved extremely helpful in that in addition to making suggestions of the 
possible areas for data collection, they also assigned the District Reproductive Health 
Officer to accompany me all throughout the study. The officer helped with the logistics 
and with making contacts with potential respondents at community level. The officer 
also represented formal approval for the study in the communities. 
Upon obtaining permission from the Local Health Management Board, and in the 
company of the District Reproductive Health Specialist, at the village level, permission 
was obtained from either the chief and/or village headmen who served as community 
'gatekeepers', Burgess (1984:48) defines these gatekeepers: 
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'As those individuals in an organisation or community that have the 
power to grant or withhold access to people or situations for the purpose 
of research' (Burgess 1984:48). 
During these contacts, the purpose of the study was explained and a copy of the letter 
from the Planned Parenthood Association of Zambia was given to the gatekeepers 
explaining the purpose of the study for record. Fortunately we did not experience any 
refusals from the gatekeepers (copies of these documents are included in Appendix 1-
4). 
6.9 Fieldwork 
The fieldwork for the study was conducted in Petauke district in Zambia over a period 
of six months, from November 2002 to May 2003. The first two months were spent 
researching local literature for the study, negotiating ethical approval and attending to 
various logistical supports. The remaining two months were spent in finalizing and pre-
testing the study instruments and actual data collection in the field. Actual fieldwork 
involving data collection took two months. Burgess (1984) describes fieldwork as a 
stage in the research process when a researcher is expected to engage with a 
representative sample of the study group for the purpose of data collection. Singleton 
and Straits (1999) further explain that this aspect of the research process provides the 
researcher with an opportunity to obtain first-hand information and knowledge in the 
area of study. At this stage of the research process, the field researcher seeks to 
understand how the study participants perceive the world, without unduly influencing 
the shape and content of this view. 
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6.9.0 Sampling method 
A sampling strategy of 'simple convenience' was used for the selection of the 
participants. Dawson et al (1991). define properties of a 'simple convenience' sample 
as a selection process based on mutually exclusive segments, and where participants 
are as much as possible drawn from the same social economic and demographic 
background. In a relatively homogeneous community a convenience sample is 
appropriate to allow researchers in order to strengthen the comparability within the 
sample, and to permit the identification of major topics of interest and explore 
similarities and differences within the sample. 
In this study, the selection process was deliberately aimed at achieving a level of 
homogeneity among the participants. For this reason, all the participants comprising 
thirty men and thirty women were selected on the basis of the following characteristics. 
(a) That the participants were residents in the community, 
(b) That participants were married or previously married, widow, widowed, 
or on separation or divorced. 
This apparently was not difficult to achieve, as Zambian rural communities are 
characterised by small clusters of household belonging to one family. The lack of 
industry or commercial activity means that most inhabitants are peasant and small 
scale farmers. Thus almost all the participants in the study communities came from a 
similar socia-economic background. 
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Other considerations in the selection process were that both men and women 
participating in the study should have been resident in the community for over five 
years and should preferably have been born and raised within the district. A PPAZ 
community-based reproductive health worker helped to identify potential participants 
to the study. The PPAZ volunteer known by each community visited potential 
participants in their homes to interest them in participating in the interviews. 
6.9.1 Recruitment strategy 
The recruitment strategy for this study started with a visit to the local headman by the 
research team comprising myself as the principle researcher, the reproductive health 
officer from the council and the three research assistants. On meeting with the local 
leadership, I explained the purpose and nature of the research project. Once 
permission was granted, we then proceeded either on recommendation of the local 
informants or on prior knowledge of the research team to visit the homes of 
prospective participants. 
On contact we introduced ourselves and explained the nature of the study and the 
purpose for which the findings would be put to use. All prospective participants were 
encouraged to ask as many questions as they wished with regard to their role in the 
research process. At this same discussion issues regarding confidentiality of the 
information that they were to provide in the study were discussed. All the prospective 
participants were told that the discussion would be tape recorded. Where the 
prospective respondent agreed to participate in the study we arranged for their 
participation on a set date. 
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There was generally a very favorable response to the invitation to take part in the 
study. We think that this was because of the commitment of community members to 
participate in a study that was aiming to mitigate the further spread of the epidemic 
which had caused a lot of pain and suffering in the communities. As pointed out earlier 
HIV/AIDS is an issue of major concern in many households in Zambia. There is no 
family that has been spared the pain associated with the presence of HIV/AIDS. None 
of the participants objected to the taping of the interviews and the proceedings of the 
focus group discussions. 
6.9.2 Voluntary participation and confidentiality. 
On the day of the interviews and the focus group discussions the information shared 
during the initial visit to the participants' home was restated. Thus, participants' were 
informed that participation in the study was voluntary. That they were free to withdraw 
from participating in the study at any stage without giving any explanation (Krueger 
1994). This ensured voluntary participation and that the participants did not feel 
coerced to participating in either the individual interviews or the focus group 
discussions. Singleton and Straits (1999) indicate that respondents for the interviews 
need to be informed that they have the right and can pull out of the interviews at any 
stage if they wish to do so. 
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In addition to voluntary participation, participants were informed that their participation 
and the information that they disclosed in the study would be confidential. To this 
effect, all the participants were assured that their personal details would not be written 
down and that they would not be referred to by their personal names in the course of 
the interviews. Admachak (2000) points out that this is essential in obtaining good data 
as some of the study participants may not answer questions honestly if they are 
concerned about who will see their answers or how the data will be utilized. Similarly, 
Singleton and Straits (1999) suggest removing the name and any identification details 
of the participants as a protection measure to ensure anonymity and confidentiality. 
They suggest the use of identification through a number or coded names. 
In order to ensure anonymity of the transcripts, all records, tapes and transcriptions of 
participants in the study were only identified through a coded name. As an ethical 
requirement, participants were however informed that while their identity would be 
protected, if the information that they disclosed placed somebody else at risk of harm, 
I would be compelled to report the matter to the appropriate authorities. 
The need to report to appropriate authorities where somebody else is placed at risk of 
harm is an ethical requirement in research (Singleton and Straits 1999). In this study 
this caution was clearly stated to be in relation to domestic violence. We did not raise 
this issue in connection with the sero status of the participant for fear that this would 
probably stop some participants admitting that they are HIV/AIS positive. In the event 
that such information had emerged where a study participant was placing a sexual 
partner at the risk of infection, I would have strongly encouraged such a participant to 
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go for HIV/AIDS counselling, in order for the participant to be informed about the 
implications of their sexual behaviour. 
6.9.3 Protection of the participants against harm 
One of the primary concerns in conducting research on a sensitive topic is the need to 
protect the participants from harm. Renzetti and Curran (1992) attribute harm to the 
participants through a violation of their trust in disclosing their identity and information 
to other persons. It is also necessary to ensure that the participants do not feel 
violated or leave the data collection exercise (Le. interview or focus group discussion) 
with a sense of emotional loss or embarrassment. In all the data collection 
methodologies, a mechanism was put in place to ensure that at the conclusion of the 
interviews or focus group discussion, the participants were assured of the value and 
importance of the contribution that they had made to the research process. 
A further concern in relation to the need for protecting the respondents from harm was 
particularly relevant for women who participated in the study. This could have been 
physical and psychological violence. In studies on domestic violence, Dobash and 
Dobash (1989) and Hearn (1998) point to the possibility of placing women at risk of 
violence from their partners for participating in a study to do with violence because of 
the notion of the need to protect the privacy of a family. In this study there was a risk 
of women being exposed to the risk of violence if they were known to have 
participated in the study. 
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Two strategies were utilised to counter this risk of violence. This was achieved by first, 
obtaining permission from the 'gatekeepers' in the community and secondly, by 
starting my fieldwork. with interviews with men. This provided the men with the 
confidence that the interviews I was conducting were in the interests of the community. 
I believe this helped to reduce tensions and suspicion. Secondly, as described above, 
a female facilitator and moderator already well known to the community facilitated the 
focus group discussions with women. 
6.9.4 Procedures for data collection. 
Both the individual interviews and focus group discussions started with an introduction. 
Participants were thanked for finding time to attend either the individual interview or 
focus group sessions. A few minutes were provided to relax and review the nature of 
the study and to obtain willingness to participate in the study. Permission was also 
sought to record the interview. In both the individual and focus group discussions, it 
was stressed there was no right or wrong answer to the issues that were to be 
addressed in the data collection exercise. 
In order to stimulate discussion during the individual interviews and also to enable the 
informants to become sufficiently relaxed and comfortable, participants were given the 
option of being seen either in their own home or at another location at their 
convenience. 
6.9.5 Experience with Individual Interviews. 
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In this present study 30 individual interviews were held with men. These men met the 
criteria for study as they were currently married, divorced, separated or widowers. The 
interviews were relatively unstructured beginning with broad questions, whilst allowing 
the participant to guide the conversation. Since the interviews involved a sensitive 
subject, I started the interview with general discussion questions. This approach 
enables stimulating discussion and gradually builds on the momentum of the interview 
to ask questions of a more sensitive and difficult area (Bryman and Burgess 1999). 
By using semi-structured interviews, I was able to follow-up particularly interesting 
avenues that emerged in the interviews and the respondent was able to give a fuller 
picture. In the course of the interviews tried to engage as much as possible the social 
world described by the respondent. The interviews for this study were tape recorded, 
each lasting 60-90 minutes in duration. None of the study participants refused to be 
tape recorded. 
Because of the open-ended nature of the discussion, this provided considerable scope 
for informants to express their views in detail. As a result of this, there were instances 
in which the respondent gave answers to questions, which I was planning to ask much 
later in the interview process. In some instances, some of the questions became 
redundant and the interview ran to an abrupt end. I also discovered in the course of 
the interviews a need to reorder some of the questions to maintain consistency and 
logical sequence of thought. However, in spite of these difficulties, I always asked the 
main questions which I had intended to ask in the questionnaire. through constant 
probing. and the raising of questions on some of the topics that emerged during the 
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course of the discussion. Most of the interviews lasted for about one and a-half-hours 
, 
and in some instances, slightly more. All the interviews were of a person-ta-person 
nature and took place in a secluded and private area, which ensured confidentiality 
and the Reproductive Health Officer from the District Health Management Board did 
not attend the interviews. 
By the time the thirtieth participant was interviewed, the study had achieved saturation 
of the data. There were no new themes emerging from the individual interviews and no 
further data collection was necessary. 
6.9.6 Experience with focus group discussions 
Two focus group discussions were held with women. The focus group discussions with 
women generated new information that provided further insights to the study. As was 
the case with the male individual interviews, participation in these sessions was 
voluntary and all the participants were informed in advance of the purpose of the 
discussion and their informed consent was obtained. The research assistants reported 
no refusals to participate in the interviews. 
At the beginning of the discussions, all the participants were asked their demographic 
details to ensure that they met the desired selection criteria. as originally intended in 
the sample frame. All the focus group discussions were held in a classroom, which 
offered a sufficient level of privacy. and allowed the participants to interact easily 
without disturbance from other people. The focus group guide encouraged natural 
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conversation about the themes to allow spontaneous emergence of subjective 
meaning. 
When appropriate and necessary, further prompts were used to narrow the discussion 
to specifics. In order to ensure the full participation of all the study participants in the 
focus group discussion, both the moderator and the note-taker also observed the intra-
group interactions, paying particular attention to the symbolic gestures reflecting 
consensus or disagreement. In order to respect privacy, and to avoid my presence 
having an influence on the data collection, I did not attend the study sites where the 
focus group discussions were held. 
A second focus group discussion was held in order to help identify common themes 
amongst women and also to find out if there were any other new themes which were 
not covered in the first focus group discussion. 
The interviews and the focus group discussions were concluded by offering an 
opportunity to the participants to ask any questions or raise any concerns that they 
may have had. This revealed a lot of information gaps and misconceptions, and these 
will be discussed later in the findings of this study (Chapter 7). I offered the best 
responses possible and made appropriate suggestions for specific concerns such as 
when one of the participants shared his anxiety that he may have already been 
infected with HIV. 
Both the individual interviews and the focus group discussions were concluded by 
having a soft drink with the study participants. A small allowance was paid as a token 
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of appreciation for the time that the participants had spent during the data collection 
exercise. The participants had not been informed in advance that they would be paid 
an allowance and this gesture was appreciated. 
6.10 Triangulation. 
Though, strictly speaking, I did not triangulate my data from the interviews and focus 
group research, I gave respondents an opportunity to revisit their responses in a follow 
up discussion with them, thus providing a further iteration to the research process. I 
further felt confident with the quality of the data that was collected by means of data 
saturation. Through data saturation of the responses in both the individual interviews 
and focus group discussions it became apparent that the respondents were saying the 
same thing. This indicated to me that there was a degree of reliability to it. 
6.11 Study limitations 
As I also elaborate earlier, the interview data generated from the focus group 
research with the women has certain limitations. Because the thrust of this thesis has 
been an inquiry into men's perceptions and attitudes, much of the analysis has flowed 
from this emphasis. While the data from the women has been invaluable to my thesis 
because masculinity has to be understood as relational to femininity, I am aware that 
further research to draw out the specific conditions and perceptions of women would 
extend the findings of this thesis. 
Furthermore, while this analysis of findings attempts to be as comprehensive as 
possible, this study has a number of limitations. Although the study is conceived as a 
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case study, and reflects significant features of rural communities in Zambia, the study 
findings can not be generalised to all aspects of all rural communities in Zambia. 
These limitations include the relatively small sample size from which the information 
for this study was obtained. The study only interviewed thirty men and held two focus 
group discussions with thirty women. 
Zambia is a vast country, and almost all the rural communities are faced with different 
social, political, cultural, demographic, economic and historical circumstances. It has a 
population of over 10 million people. With over 61% of the total Zambian population 
living in rural areas, the number of people who participated in this study is not 
representative of the total population of people in the rural areas. Furthermore, the 
complexity and dynamics of social and human interaction, mean that each rural 
community in Zambia produces its own sets of obstacles and challenges in relation to 
the risk of HIV infections. Furthermore, these communities have been affected by the 
HIV epidemic differently and have been exposed to different scales of exposure, 
duration, histories and patterns of HIV information and awareness education. 
In addition to these limitations, the study experienced a number of logistical and 
resource limitations, which made it difficult to provide the desired level of 
confidentiality to enable the women to talk with confidence about their personal 
experiences regarding domestic violence, sexual attitudes and practices in marital 
relationships. For example, the three women it was possible to recruit with appropriate 
skills to be research assistants, were health workers and teachers, so had pre-existing 
working contact with the women. While the study was faced a this range of limitations 
it did however, provide an opportunity for an intense and prolonged engagement with 
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the study participants and thereby provided an insight into a variety of issues in 
relation to the study area (Gilbert 1998). 
6.12 Exiting the field. 
Paradoxically, the process of exiting from the field proved the most difficult stage of my 
fieldwork. I had made friends, explored their private lives and enjoyed the friendship 
and hospitality of the communities. I had a sense of wanting to reciprocate the value of 
their hospitality. As an exit strategy, I firstly paid homage to the village 'gatekeepers' 
who had generously supported my fieldwork and I briefed them with some of my 
preliminary thoughts regarding the findings of the study. I thanked the community 
leaders for their support. I spent time with the family that had hosted me for five days 
when the vehicle I had used had broken down. I later met with a few of the 
respondents who had participated in the interviews, bid farewell and thanked them for 
their participation in the research process. Clearly there was a sense of expectations 
from both myself and the community of what next. Yet sadly it was time to say 
goodbye. 
At the district council, I debriefed the Director of the District Health Management 
Board, and we discussed my preliminary ideas and suggestions in light of the findings 
of the research. I made a commitment that I would go back at the end of the study to 
disseminate my findings and possibly work with the community to design interventions 
based on the study. 
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6.13 Data Management 
The data form the field was managed by keeping all the audiotapes well secured and 
all the materials are still available. In order to protect the identity of the participants all 
the tapes have been given a code number. 
6.14 Data Analysis Procedures 
The process of data analysis started with the translation and transcription of 
participants' stories gathered in the field. Since the participants' stories were recorded 
in Nsenga, a local language, all the information gathered through individual interviews 
and focus group discussions was translated into English. 
I and the two research assistant together with the reproductive health officer from the 
Petauke District Health management team played back all the tapes and translated 
verbatim the responses from Nsenga to English. In some instances the responses 
were contextualized to give meaning in English. This was when what was said could 
not easily translate into English. The transcripts were then processed into word 
processing files. One of the challenges that were faced in the translation process was 
the loss of nuance and richness of what was said in the local language. 
For instance, a literal adage in the local language such as 'walilamvula walila matope' 
carries a rich local meaning as a warning. The adage when literally translated in 
English means that when you cry for rain it means you are also crying for mud. In the 
context of HIV/AIDS it means that when you sleep around then you should also expect 
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consequences of either disease or pregnancy. The differences in the language 
concepts between the local language Nsenga and English meant that there was some 
loss of nuance resulting from the translation of the participant's stories. 
A thematic analysis method was used to process and analyse the data for the 
research results. Thematic analysis is a search for themes that emerge as being 
important to the description of a phenomenon (Daly et al 1992). The process involves 
the identification of themes through careful reading and rereading of the data to 
identify recurrent statements emerging from the data (Ezzy, 2002). 
This method of data analysis was initiated by reading through the first several 
transcripts when the translation was completed. The purpose of reading through the 
transcripts was to identify recurrent statements emerging from the data. This formed 
the basis upon which an initial list of codes was developed. 
The NVivo qualitative data management programme formed the basis upon which the 
participants' stories were categorized into recurrent statements, patterns of responses 
and concepts. This in tum formed the basis for categorizing the data into broad 
thematic areas. These concepts provided a structure of coherence, a sense of order 
and also an explicit pOint of meaning to the data. The concepts and themes which 
emerged at this stage of the analysis were used in the analysis iteratively by going 
back to check these themes against the text. 
My criteria for such themes relied largely on their recurrence in the many interviews 
conducted. Further themes were only found in low levels of recurrence, for example 
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the argument that the reason that men subordinate their wives in marital relationship 
was because of their biological endowments. 
Some important themes which repeatedly occurred offer an opportunity for future 
research. For example, most men expressed remorse for their role in the spread of the 
infection. Men expressed concern for the plight of orphans and widows in the 
community and many took the view that the gravity and social impact of HIV/AIDS was 
much more severe than the pleasure derived from a sexual relationship. They felt 
guilty that this pain that the community was experiencing was as a result of 
irresponsible behaviour by a few men. 
Data was then coded and categorised under each of the themes that was identified. 
All the interview data was incorporated within the formal analytical procedures. 
The coding of the data in this way produced a 'data tree' consisting of four main 
branches: 
• Participants' perspectives on constructing masculinities 
• Participants' perspectives on Masculinity and HIV risk-taking sexual 
behaviour 
• Participants' perspectives on the risk of HIV in marriages 
• Participants' perspectives on Health promotion: Men and HIV/AIDS 
These data 'branches' contained a description of views and values as induced from 
the thematic analysis. The data branches were then analysed to identify patterns of, 
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and associations with a phenomenon to fonn a theoretical rendition of the participant's 
reality_ In the next chapter I present the findings of the study_ 
********************************.****** 
Chapter Seven: 
Presentation of Findings 
7.0 Introduction 
In this chapter I present the study findings based on the study participants' stories 
about the ways in which they perceive aspects of the social environment influence and 
impact on men's sexual behaviour and subsequent risk of HIV/AIDS in heterosexual 
marital relationships. These findings are derived from a thematic analysis of the 
participants' stories. This process of analysis was achieved through careful reading 
and rereading of the transcripts to identify recurrent statements emerging from the 
data obtained during the fieldwork in selected sites in the Petauke District of Zambia 
data. 
I begin the chapter by describing the demographic profile and characteristics of the 
study participants. I then move on to present the findings presented in four sections, 
reflecting a 'data tree' consisting of four main branches of recurrent statements which 
emerged from an analysis of participant's stories. These are: Participants' 
perspectives on the social construction of masculinity; Participants' perspectives on 
male HIV risk-taking sexual behaviour; Participants' perspectives on the risk of 
HIV/AIDS transmission in marriages; Participants' perspectives on Health promotion: 
men and HIV/AIDS. Section Five provides a summary of key findings derived from 
across the four sections. 
In presenting these findings, each of the four sections begins with an introduction, 
describing the nature of the results being presented. This is then followed by a 
presentation of findings based on the transcripts of the information gathered during 
fieldwork. Verbatim transcripts have been used as much as possible to vivify and 
illustrate each substantial point. In order to maintain anonymity of the participant's 
identity in respect of the verbatim quotations presented in all the four sections of this 
analysis, participants have deliberately been identified by a code number. 
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Each section concludes with an overall summary discussion of the findings under the 
respective title heading and where I tie in and relate the study findings to 
postmodernist theories of the social construction of masculinity. 
7.0.0 Demographic characteristics of the study participants. 
The individual interviews and focus group discussions with men and women 
respectively commenced with the collection of demographic data and the following are 
the demographic characteristics of the study participants. 
7.0.1 Age 
The participants' ages in both the individual interviews and Focus Group Discussions 
ranged between twenty (20) and forty (40) years of age. 
Among the women five (5) of the participants were below the age of twenty (20). The 
majority, constituting a total of twenty (23) participants, were between twenty (20) and 
thirty (30) years of age. The remaining two of the participants were in the range thirty 
one (31) to forty (40) years of age. 
Amongst the men, two were below the age of twenty. The majority, constituting twenty 
three (23) participants, were between twenty (20) and thirty (30) years of age. The 
remaining five (5) were between the ages of thirty one (31) and forty (40) years. 
7.0.2 Marital Status 
In terms of marital status, eighteen (18) of the female participants were currently 
married. Two (2) of the participants were on separation; four (4) were divorcees. and 
six (6) of the women were widows. 
Amongst the men, twenty (20) of the participants were married, none (0) of the 
participants were on separation. eight (8) were divorcees and two (2) participants were 
widowers. 
7.0.3 Family size 
Amongst the female participants: five (5) of the participants had one (1) or two (2) 
children. Ten (10) participants had three (3) to five (5) children while thirteen (13) of 
the women who participated in the focus Group discussion had more than five (5) 
children. 
One (1) of the men in the individual interviews had no children. Five (5) of the men 
had one (1) or two (2) children. The majority totalling eighteen (18) of the participants 
had three (3) to five (5) children. The remaining six (6) participants had more than five 
(5) children. 
7.0.4 Education Levels 
The education levels among the participants showed variations on the basis of gender 
regarding educational achievement. 
Seventeen (17) female participants had less than five (5) years of education. Eleven 
(11) of the participants had between five (5) and seven (7) years of education. The 
remaining two (2) had between eight (8) and twelve (12) years of education. Amongst 
the male participants only one (1) had below five years of education. Four of the 
participants (4) had between five (5) to seven (7) years of education. The majority 
representing twenty five (25) of the participants had between eight (8) and 12 years of 
education. 
The variations in the levels of education in the villages roughly reflect a typical 
situation in many rural communities where young people with a higher educational 
level migrate to urban settings for employment and very few women compared to men 
have an opportunity of education. 
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7.0.5 Religion 
Participants were affiliated to five key religious groupings as follows: 
One (1) female participant reported not being affiliated to any religious grouping. 
Fifteen (15) of the participants representing the majority were Christians of the Roman 
Catholic Faith. Five were protestants and nine (9) of the participants belonged to the 
seventh day Adventist church. 
Amongst the men who participated in the individual interviews, eight (8) reported not 
being affiliated to any religion. The majority representing nine (9) of the participants 
were Christians belonging to the Roman Catholic faith. Three (3) belonged to the 
Jehovah's Witness faith and eight (8) belonged to the seventh day Adventist church. 
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7.1 Perspectives on the social construction of masculinity 
7.1.0 Introduction 
In this section I present the findings regarding participants' perspectives on how, in the 
local district, aspects of the social environment influence the construction of 
masculinity. I show how some participants did view male characteristics as innate. 
However, for the most part the themes generated from this data show that the study 
participants perceived social processes comprising early socialisation, peer pressure, 
kinship systems and influences from urban life to have a major influence on what it 
meant to be a man in Petauke district. 
Two prominent and divergent perspectives emerged from participants concerning the 
origins of what it meant to be a man in this particular setting. Some male participants 
and a minority group of women in the focus group discussions held to the view that 
what it meant to be a man was a natural phenomenon determined by God. However, 
most participants, particularly men were of the view that masculinity was a result both 
of the socialisation process that male children went through and social conditions in 
adulthood. 
A further salient theme emerging from this data is participants' awareness of the 
tension between traditional kinship structures and the influence of modernity, which 
corroborates findings in other studies of rural Zambia (see discussion in chapter 1). 
Participants held the view that set against the influence of traditional kinship systems: 
changes in social values deriving particularly from people's mobility between the urban 
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and rural areas, and the impact of the modem economy on the living conditions in 
rural areas have had a significant impact on the social construction of masculinity. 
The following discussion and quotations illustrate these key themes. 
7.1.1 Masculinity as a natural phenomenon 
Some participants were of the view that what it means to be a man i.e. male behaviour 
and attitudes represents a natural phenomenon and that men were from childhood 
'born to be like that'. The following quotations reflect this perspective. 
'What it means to be a man is a creation of God and this how nature was mean 
to be" (R12). 
"Men are naturally different from women. They are what they are because of 
nature. n (Respondent identification number R5) 
"Being a man is a natural process of growth" (R23). 
As we go on to discuss in some detail, this standpoint was far from representing the 
perspective of the majority of participants. Following on to this perspective, there was 
a sense of agreement among the participants in describing men as being naturally 
different from women. Men were also described as different from women because of 
their innate physical strength. 
'While there are many different types of men, one of the common similarities 
amongst them is that men tend to be generally stronger than women" (R4) 
"The only difference between men and women is that men are much stronger 
than women other wise both men and women have the same potential and are 
capable of behaving in the same manner' (FGDP 7) 
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7.1.2. Masculinity as a product of social processes 
A majority of both male and female participants observed that masculinity - or what it 
means to be a man - was constituted through a social process or processes. 
"Being a man in this community is a process which is molded by the social 
environment" (R9). 
"The roles, responsibilities and expectations of what it means to be a man is 
determined by our tradition and culture" (R15). 
"Pressure to adhere to social norms and responsibilities and the pressure on 
men for economic survival and social responsibility all playa role in determining 
what it means to be a man" (R10). 
'There is no doubt that the different social circumstance, and social 
backgrounds in which men are brought up in influence men's individual 
personalities, and character. That is why men are different" (R21). 
7.1.2.1 Individual variations 
In identifying social processes as highly influential in the formation of masculine 
identity, participants did not subscribe to the view that this meant that men acquired 
uniform or monolithic identities. Instead they described the population of Petauke 
district as holding varied notions of manhood, and the experience of manhood as 
representing a highly complex state of being which was constantly changing. 
"I can say that there is not one version of men in this district. Men are different. 
Although men share certain similar characteristics such as aspects of male 
physical appearance they are in fact very different from each other" (FGDP 12) 
"Men like women are complicated human beings behaving differently at 
different times" (FGDP 24) 
"It is would be wrong to suggest that all the men are the same. This is because 
individual men have their own characteristics (R2) 
"Although one is brought up in a particular community, it does not necessarily 
mean one is expected to be the same with everybody else. This is because 
men are influenced differently" (FGDP 3) 
:!32 
Notwithstanding this appreciation of individual variations in views and experiences, 
participants' accounts also identified the following series of social processes as being 
generally influential in men acquiring masculine identities. 
7.1.2.2 Masculinity and the socialisation process 
The influence of social processes on men's identity was seen as including the process 
of socialisation that men underwent. Study participants, particularly women, 
commented that notions of masculinity were largely constructed through the 
socialization process. They said that the process of socialization was achieved 
through the influence of the family, peer pressure, the influence of the wider social 
economic context and cultural expectations. 
"Men and women are the same, and it is our upbringing which makes the 
difference between us. " (FGD 8) 
"The process of growing up to become a man is a life time journey. It starts 
from birth through childhood to adulthood. The parents in a family and the 
community at large shape a child's thinking distinguishing between being a 
male or a female. This is further reinforced by assigning to boys tasks and 
responsibilities that are associated with being a man and at the same time 
encouraging them (boys) to play with male friends so that they can learn what it 
means to be a boy". (R10) 
"In this district, being a man is something which is developed early in childhood 
as boys identify with manhood" (R6) 
7.1.2.3 Women as key players in the socialisation process 
While the above finding focuses on the participants' views of the key role of the 
socialisation of men in constructing masculine gender norms, they also pointed out 
that women play an important role in the socialisation of boys in two main ways. 
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As mothers, they considered that women directly influence the behaviour of their sons, 
for example by channeling them into activities they perceive to be appropriate for boys 
and men and by discouraging attitudes or behaviour they perceive to be associated 
with girls and women. 
"Mothers also play an important role in shaping male behaviour as they want 
their children to be seem to conform to what is considered as appropriate 
behaviour for boys in a particular community" (FGDP 24) 
Women expect to see a particular form of behaviour from boys and men alike-
(FGDP 28) 
Women were also acknowledged by participants to be socialized from childhood in 
ways which tended to complement a relatively dominant role for men. 
'Women are socialised from childhood to be subordinate to their male 
counterparts. " (FGDP 6) 
"Women learn from early in childhood roles to do with cleaning the surrounds, 
housework and care for siblings and other members of the family" (FGDP 13) 
7.1.2.4 Masculinity and the influence of peer pressure 
Alongside the influence of adult: child interactions, peer pressure was also identified 
by participants to having a strong influence in the construction of masculine identities. 
Participants explained that boys were influenced from childhood to adopt certain 
behavioral traits through the influence of peer pressure. This was done consciously 
and unconsciously as boys emulated male behaviour. The influence of parents and 
other elders of the community who sanctioned such behaviour as the norm additionally 
sustained this. 
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"Peers have had a much stronger influence in shaping how boys and men 
relate with other people" (R1) 
"Boys were expected to comply with notions of what it meant to be a male and 
if a boy did not act like other males he was mocked and called names" (R11) 
"Boys are encouraged from childhood to play with male friends so that they can 
learn what it means to be a boy" (FGDP16) 
"We parents play an important role in confirming what the correct behaviour is 
for girls. For instance, a girl child was taught from childhood to learn how to 
behave as a girl. Society prescribed certain norms and expectations of girl 
behaviour" (FGDP2) 
7.1.3 Male dominance: traditional kinship and culture 
The majority of both male and female participants observed that male dominance was 
very common in man/woman relationships. 
"One of the common factors in the relationship between men and women is that 
of male domination. This is a situation where men occupy a higher social 
position compared to that of women. "(RS) 
'This behaviour where men dominate women starts from early in childhood. 
This is because as boys grow up they copy the behaviour of adults and learn to 
think that they occupy a higher position of authority and influence as compared 
to women. This has in tum perpetuated an attitude of male dominance in their 
relationship with women" (FGDP 17) 
There was also a consensus that such male dominance was deeply rooted in tradition 
and custom. Participants observed that male dominance was supported and 
legitimized by the kinship system, where men occupied an elevated position in 
decision-making with one consequence being their domination in the sphere of sexual 
activity. 
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"The lower position that women occupy is also influenced by the kinship system 
which ensures that in order to be seen to be properly behaved a woman is 
expected to be submissive and respective to her husband. This influence 
extends to include decisions regarding the issue of offering sexual favours to 
her husband." (FGDP 28) 
"Men are traditionally considered as heads of their families and as such have 
greater decision making power than females" (FGDP13) 
Some study participants also attributed a very influential role to local traditional culture 
and expectations in shaping masculinity: 
"Men's social roles and responsibilities are shaped through cultural beliefs and 
practices and through the expectation of what it means to be a man. These 
beliefs and attitudes are inherited from parents and elders within the 
community". (R8) 
"Culture plays an imporlant role in creating a male identity through the 
traditional and cultural expectation of what a man should be like. " (R 13) 
"Men are expected to be responsible for the welfare of their families. These are 
some of the attributes which have been passed on from generation to 
generation" (R1 0) 
'Women are prepared through initiation ceremonies to take up roles of 
providing and caring for their families". (FGDP 24) 
7.1.3.1 Masculinity in marital relationships 
There was common consensus amongst all the study participants that men's higher 
social status in both the private and public sphere of social life. This was also reflected 
in traditional marital relationships where men were considered as bread winners and 
heads of family. This concept of headship embraced other attributes such as 
dominance and decision making capability, as well as the ability to provide for the 
family and protect its members. 
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This was partly because men had control of productive resources in marital 
relationships. Although some of the participants testified that women are acquiring 
more access to resources and to work formerly felt to be men's domain, this invariably 
fostered unequal gender relationships. 
7.1.3.2 
"Men enjoy a higher social status in marriages and the wife is expected to do 
what the husband wants (R15) 
"My responsibilities in marriage are to provide for the family, ensuring that the 
family is properly provided for. I consider my wife as a partner who helps me to 
manage the household chores while I take responsibility for providing the 
requirements of the home. We are two sides of the same coin". (R5) 
"Men are also expected to provide all the social welfare needs of the family 
such as the children's education, and health" (R23) 
"It is better to be married, because life is very difficult without a man here 
(FGDP12) 
"The fact that men are responsible for ensuring the economic and household 
security of the house means that men hold a very influential role in determining 
the use of resources available to the family. This in tum accords a man an 
influential position in decision making as the wife is seen to be dependent on 
the man". (FGDPB) 
Masculinity and the traditional rural economy 
Participants' account of men's relatively powerful position vis a vis women and in 
marital relationships should not be read as meaning that that traditional male roles 
were devoid of hardship. Study participants described how the poor economic 
environment in rural areas could place heavy demands on men in discharging their 
roles as producers. 
"The poor economic climate in the district has meant that men are under 
constant pressure to make a living. Thus men have to be strong and creative to 
survive the pressure they experience" (FGDP 11) 
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"The lack of employment opportunities and poor agricultural yields has meant 
that men have to work very hard to sustain a livelihood." (R14) 
7.1.4 Masculinity and the changing social environment 
As indicated, although Petauke district is traditionally a conservative society, study 
participants perceived that the district was undergoing a process of social 
transformation. Two major developments were highlighted. First, participants cited the 
advent of increased economic hardship as having led to the contraction of social 
institutions that fostered a kinship bond. Secondly, changes in the value systems and 
ideals were resulting from the increased mobility of people between the rural and 
urban areas. As a result of these changes participants saw Petauke district as moving 
from a typically rural and conservative community to a society in transition embracing 
social and cultural values more firmly associated with modernity. Participants viewed 
this transition as placing a lot of pressure on men to adopt a new way of life. 
"Because of the increase in the amount of travelling and the movement of 
people to and from urban areas most people were being exposed to different 
traditions and cultural values and this is beginning to influence the social 
relationships between men and women in rural communities such as ours." 
(R20) 
"I also want to say that the influence of the media such as the radio and people 
marrying from other tribes is also having an influence on how both men and 
women relate to each other. (R8) 
"Although men and women are traditionally supposed to lead separate social 
lives, the situation is changing because of the influence of modem life As a 
result of this there are no strict boundaries on what a man and a woman can 
and cannot do". (FGDPB) 
7.1.4.1 Economic hardships and the kinship system 
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Participants still described the Petauke district as a traditionally conservative society, 
where the kinship bonding remained a feature of life. In both the individual interviews 
and focus group discussions, there were also conflicting views about the continued 
importance of the kinship system. 
"Although the kinship system is not as strong as it used to be, it continues to 
play an influential role in social relationships between men and women". 
(FGDP1) 
However, increasing economic hardship was recognized as placing men under 
increased pressure for greater individual self-sufficiency and independence now 
entailing a form of masculinity that is in a position of greater self support. As the final 
following quotation shows, there was recognition that this reduction in the reliance on 
relatives had diminished the power of the kinship system: 
"In the past the kinship system used to provide a means through which families 
looked out for each other. However, because of the economic hardships that 
many families are experiencing it has become common for families to 
concentrate on looking after their own economic interests to the exclusion of the 
extended family or clan. This is leading to the collapse of the influence of the 
kinship system which has been a major bonding factor in the communities" 
(R11 ) 
Some participants also recognised that such a development might hold some 
advantages for equalising women's position: 
"The kinship system has traditionally granted men an enhanced social status as 
compared to the women. " (R30 
'While women are an important symbol of social activity and continuation of a 
family, the kinship system locates women at a lower social status when 
married" (R9) 
7.1.4.2 Influential values from urban areas 
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Study participants further observed that as a result of the increasing influence of urban 
values, the local belief system conceming the traditional values associated with being 
a man in the district were changing. The cultural construction of masculinity was now 
in competition with the values brought back by men returning from migrant labour in 
the urban areas. So, while the local culture was still considered to have a strong 
influence in shaping and influencing the social construction of masculinity, participants 
reported that in the Petauke district, like many other rural districts in Zambia, theirs 
had become a society characterised by a constant struggle between tradition, culture 
and the realities and values of modern life. 
'Although these cultural practices and expectations have been going on for a 
long time, we are now beginning to see changes on how people relate to each 
other. This is because some of the people who come from the urban areas 
bring with them new attitudes and behaviours. Sometimes, these new attitudes 
and behaviour are in conflict with traditional values held by the kinship system. 
As such, although the kinship system has a lot of influence on the people 
around here, the situation is beginning to change as people are taking to 
adopting what is considered as modern /ife n• (R 24) 
"The long held traditional values regarding what it meant to be a man are 
changing because of some of the influences that are being imported from urban 
areas"(R 3) 
"Because of the increase in the amount of travelling and the movement of 
people to and from urban areas most people were being exposed to different 
traditions and cultural values and this is beginning to influence the social 
relationships between men and women in rural communities such as ours." 
(FGDP 20) 
"I also want to say that the influence of the media such as the radio and people 
marrying from other tribes is also having an influence on how both men and 
women relate to each other. (FGDP 8) 
7.1.5 Urban values: a bad Influence? 
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From participants' reports, it would seem that men have tended to emulate an urban 
model of masculinity such as placing a higher value on material wealth. In doing so, 
some regarded themselves as achieving enhanced status. According to participants' 
accounts, unfortunately adopting such life styles has led to harmful and negative 
behaviour, which has directly impacted on the spread of HIV/AIDS such as the 
constant needs to travel in search of material wealth and which in the course has led 
some men to be exposed to the risk of HIV/AIIDS infection as they tend to spend time 
in sexual encounters to fend off loneliness while away from their homes. 
"I see that one of the reasons that some men behave badly is because they try 
to copy the attitude and behavior of men from the city and those whom they 
considered to be successful and important in the community" (FGDP 16) 
"Men who travelled to the city to look for employment on return displayed the 
behaviour that they had copied while in the city. Some of these attitudes and 
behaviours tend to be harmful. n (R20) 
"Some of the behaviour that men copy from the people they consider 
successful tend to be harmful to their well being" (R4) 
7.1.6 Summary 
In this section I have presented key themes emerging from study participants' 
feedback on how men acquire their identity. These both reflect their perspectives and 
their experience. For some participants male identity, and the behaviour and 
assumptions proceeding from it was innate or 'natural', not a matter of social 
construction. It is important for health promotion workers to be aware of this 
continuing perspective as they try to address the question of men's role in HIV/AIDS 
transmission. For the majority of participants the development of masculinity reflected 
complex interactions between men and women's perspectives, interpersonal relations 
and wider - and changing - social nonns. The analysis set out salient features of this. 
These constitute vital intelligence for health promotion workers, setting out to engage 
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with the connections between how masculinity is defined and enacted in relation to 
HIV/AIDS transmission in marital relationships, in rural Zambian communities such as 
Petauke district. 
The themes generated from this data show that the study participants perceive 
socialisation processes, peer pressure, kinship systems and urban life as major 
influences on the social construction of masculinity in Petauke. On the basis of these 
findings, the notion of masculinity in Petauke district cannot be considered as a single 
variable. Because it is influenced by different factors it is a highly complex state of 
being. To this effect, participants' feedback 'what it means to be a man' indicates that 
it can be more accurately described as reflecting processes of social construction, 
prevailing socio-economic conditions, plural and fluid overtime and in different 
settings. 
Furthermore, these findings suggest that as complex gendered subjects, men, and 
women, are engaged in constructing and reconstructing both rigid and changing views 
about manhood. With this is mind, study participants observed that there was no one 
version of masculinity in the district. Rather that there multiple masculinities 
influenced by a host of different factors and histories. Thus the range of contextual 
individual 'realities' put forward by the participants implies that different men 
experience their manhood very differently and that generalisations be made with 
caution about men and masculinities in Petauke district. 
One salient factor highlighted by both men and women who participated in the study 
was that there was a level of tension between traditional kinship structures and 
emergent features of modernity in rural Zambia. This tension was said to have led to 
changes in social values deriving particularly from people's mobility between the urban 
and rural areas and the impact of the modem economy on the living conditions in rural 
areas. These factors were said to have had a significant impact on the social 
construction of masculinity. Participants' perspective here suggests that men's social 
identity and behaviour cannot therefore be generalised through a traditional model of 
masculinity. 
It is evident from the interview data, that a model of masculinity which has emanated 
from urban areas and which, at the same time, has exploited the some of the 
advantages of traditional kinship values, has emerged as very influential. From 
participants' reports, it would seem that men have tended to emulate elements of a 
more urbanized model of masculinity in order to attain desired social status in the 
community. In particular, men espousing urban lifestyles was said to have led to the 
adoption of harmful and negative behaviour, which has directly impacted on the 
spread of HIV/AIDS. Feedback from both male and female participants therefore 
provides us with an understanding of the significant influences of ideals of masculinity, 
from beyond Petauke in shaping men's identities and behaviour in Petauke District. 
Secondly, feedback confirmed that, although some of the participants testified that 
women are acquiring more access to resources and to work formerly felt to be men's 
domain in marital relationships, men were considered as heads of their families. Men 
also had control of productive resources in marital relationships. Participants to the 
study observed that this invariably fostered unequal gender relationships. 
Within the context of HIV/AIDS risk prevention efforts; these findings highlight the 
importance of understanding divergences and commonalities in how male and female 
members of local communities perceive and act on notions and ideologies of 
masculinity, and how prevailing social circumstances are influential. This is a 
necessary prerequisite to developing programmes that seek to enlist their participation 
and involvement in the fight against HIV/AIDS 
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7.2. Perspectives on Male HIV risk taking sexual behaviour 
7.2.0 Introduction 
In this section, I present the findings from participants' perspectives on how male 
attitudes and aspects of the social environment shape men's risk of HIV/AIDS infection 
in Petauke District. 
I begin the presentation with a description of the study participants' accounts of what 
they considered to be the main factors that influenced male sexual behaviour. In 
presenting these findings, it must be noted that there are undoubtedly many different 
factors and social circumstances that are antecedent to any sexual encounter that 
may affect the risk of a HIV/AIDS infection and/or transmission. In this analysis, I have 
for the purpose of this study limited myself to focus attention only on five recurrent 
themes that emerged from an analysis of the transcripts of the participants' stories. 
These five aspects concern: participants' perception of: 
• The degree to which male sexuality and sexual behaviour are socially 
constructed. 
• The risk of infection arising from having multiple sexual partners. 
• The risk of infection through local sexual networks. 
• The influence of alcohol on risky sexual behaviour. 
• The risk of infection through the outcomes of migration. 
The section concludes with a summary of the highlights of the study findings and an 
analysis of their implications for health promotion practice for HIV/AIDS prevention in 
the district. 
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7.2.1 Social construction of male sexuality and sexual behaviour 
Study participants in both the individual interviews and focus group discussion 
described male sexual behaviour as a complex phenomenon which was determined 
by a combination of a number of biological and social factors. The following findings 
provide insights derived from participants' accounts of these factors. 
7.2.1.1. Male sexuality as a biologically determined drive 
Some participants in both the individual interviews and focus group discussions 
described male sexuality as being biologically determined. This also reflects a view 
that male sexuality is naturally uncontrollable. Men were further perceived to have a 
much stronger sexual drive than women and hence stronger motivation to seek out 
sexual partners. It was also thought that it was consistent with this position that men 
are allowed sexual freedom while women are generally not. They are not allowed and 
even expected to have sexual relationships outside their stable union or relationships. 
"Biologically men tend to have a much stronger sexual drive and that is why 
they tend to be more sexually active than women. (RBJ. 
"I believe that male sexuality is biological. Men find it difficult to control their 
sexuality and that is why they have a much stronger motivation to seek out 
female partners for sex" (FGDP 8) 
7.2.1.2. Male sexuality as a socially constructed phenomenon 
The majority of participants also observed that male sexuality was a complex 
phenomenon and was influenced by a variety of social factors. These included factors 
such as individual beliefs, histories and preferences, cultural influences and social 
expectations of how a man is expected to behave. For this reason men and women 
were said to make sexually related decisions for many different reasons - this could 
be for romance, financial gain, procreation and sometimes in circumstances of abuse. 
This was epitomised in the following comment: 
7.2.1.3 
"It is difficult to say precisely why men have sex and as human sexuality 
is driven by a variety of factors not easy to itemise." (R10). 
Sexuality as a means of affirming masculinity 
Both men and women in the individual interviews and focus group discussions 
described male sexuality as an important means of affirming masculinity. The data 
indicates that traditionally, men were expected to become sexually active from their 
late stages of adolescence. As boys grew up they were expected at some stage in 
their lives to begin to take an interest in women. Thus a man who is unable to take an 
interest in women was considered to be an object of shame and 'not worth his salt'. As 
a result of this negative opinion associated with the lack of demonstrated interest in 
women and particularly sexual interest, males from an adolescent age were said to 
have a strong motivation to show that they were normal by seeking out female 
partners for a possible sexual relationship. Therefore the ability to initiate a sexual 
relationship with women was a sign of masculinity. 
'70 be a man is associated with certain expectations in this community. For 
instance, as a man one will be expected to have a much stronger motivation for 
a relation with women and that is why girls are socialised to be careful in their 
friendships with men" (R 2). 
7.2.1.4. Sexuality and cultural expectations. 
Participants also mentioned the influence of the social cultural and economic context 
in determining men's sexual behaviour. To this effect participants observed that in 
poor communities without a social safety network for security in old age, children were 
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viewed as insurance in old age. This underscored the importance for marriage and 
procreation. Some cultural practices such as polygamy were said to encourage men to 
have multiple sexual partners. 
"Male sexuality is also related to the cultural expectation for men to raise a 
family. In our communities families want to have children to provide security in 
old age." (R12) 
"Cultural practices which allow men to have a polygamous marriage also 
expose the risk of infection in a family if one of the partner is having an extra 
marital relationship"(R2) 
7.2.1.5. Variations of sexual behaviour between individuals 
Study participants observed that sexual behaviour varied between individuals and that 
all the men behaved differently and that it was not possible to generalise this 
behaviour. This was because men's sexual behaviour was determined and influenced 
by a variety of social factors. Both men and women who participated in the study said 
that there were many men in the community who displayed positive and good 
behaviour. Yet there were also some who were known to behave badly towards their 
partners. They explained that men who displayed positive and good behaviour could 
be used as positive role models to change the behaviour of those men who displayed 
what were defined as bad attitudes. 
7.2.2 Risk of infection ariSing from having multiple sexual partners. 
Study participants identified a number of male attitudes and social circumstances that 
put men at the risk of infection. This included risks resulting from sexual relations with 
multiple partners. 
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Although mutual monogamy in marriages was seen as a social ideal in the Petauke 
district, this study revealed that some men in heterosexual marital relationships 
engaged in casual sex encounters with partners other than their wives. This enhanced 
their risk of HIV/AIDS infection. To this same effect, study participants observed that it 
was common for men to have multiple relationships. They said that men engaged in 
this type of behaviour either for fun and adventure or as a source of prestige. 
Participants further observed that some men sought multiple sexual partners as a 
means of proving sexual prowess. As discussed in chapters 4 assumptions 
concerning men's sexuality have been found to enhance the risk of infection. 
"It is common for men in the community to have multiple sexual partners." (R8J 
"Some men feel important when they have many female sexual partners" 
(FGDP 17) 
''Although married men are expected to be faithful to their spouses some of 
them still engage in sexual relationship outside marriage." (R5) 
7.2.2.1. Evidence of sexual behavioural change among men, 
Notwithstanding this finding, a further significant observation emerging from 
participants this study was that while some men in the community engaged in sexual 
relationships with multiple sexual partners, men increasingly described how they were 
restraining themselves from engaging in casual sexual relationships because of their 
fear of infection. Most male participants indeed did express worries regarding the risk 
of infection and passing on the infection to their partners. This fear of infection was 
identified by respondents as a strong motivation for behavioural change. 
"Since the out break of the epidemic incidences of having multiple sexual 
partners are beginning to reduce." (R14) 
"Men are restraining themselves from having multiple sexual partners because 
of the fear of being infected with HIV. " (R 13) 
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7.2.3. The risk of infection through local sexual networks. 
Participants identified a number of specific types of local sexual networks that exposed 
both men and women in the community to the risk of HIV/AIDS. These networks 
involved both men and women having sexual relationships either for fun or adventure 
and or romance with persons from within and outside the local communities. This 
included businessmen who came to the local communities to purchase agricultural 
produce for sale in the urban areas. It was further observed that men have more 
networking than women and that participation in these networks was much lower 
amongst adult married men and much higher amongst single males. 
7.2.3.1 
"I find that men tend to have more sexual networks that women and that this is 
more common among young people as opposed to older men"(R23) 
"Married women's sexual networking was far much less than that of men. This 
is because women's mobility and propriety was traditionally under greater social 
view and control than that of men. "(FGDP 7) 
Risk of infection from sexual contact with sugar daddies 
In this same category of having sex for commercial gain was the risk of infection that 
local girls had by being infected by 'sugar daddies'. These were older men with a lot of 
money who enticed and lured young girls into sexual relationships. Participants 
pointed out that most sugar daddies came from the urban areas. There were no sugar 
daddies within the local communities because most people resident in these 
communities were poor peasant farmers. 
" .... . .it is much like a chain connection, a local young girl gets an infection from 
a sugar daddy from the city. When the Sugar Daddy is gone, she sleeps with 
her local boyfriend and passes on the infection. The local boy friend then sleeps 
with another person and he a/so passes on the infection to another person. 
(R28) 
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7.2.3.2 Influence of urban models of masculinity on sexual behaviour 
In describing the significance of specific networks of sexual activity, participants 
highlighted the growing influence of urban lifestyle on male sexual behaviour most 
male participants said that local men would have liked to emulate men who came from 
outside the community to purchase agricultural produce such as maize for sale to 
millers in the urban areas. Such people usually carried with them a lot of money and it 
was easy for them to entice young women into a sexual relationship. 
"Local men want to emulate other men who come from city by having several 
girl friends" (RB). 
"Some men particularly sugar daddies use their economic muscle to lure young 
girls into a sexual relationship. n (FGDP16) 
7.2.4 Alcohol and risky sexual behaviour 
Excessive beer drinking and use of common drugs such as marijuana was repeatedly 
said to influence men's behaviour and enhanced their risk of infection. Most 
participants said that they knew of a number of their peers who engaged in sex with 
casual sexual partners and commercial sex workers when they got drunk. Many 
female participants in the study worried that men usually engaged in extra marital 
sexual relationships when they went to bars to drink with their friends, indeed some 
men admitted that they sometimes ended up having a sexual relationship with their 
girlfriends after drinking excessively. Furthermore participants described how 
foreknowledge of alcohol's disnhibitory effects propels some individuals to consume 
alcohol in order for them to engage in behaviour they would not normally participate in. 
"Excessive use of alcohol is one of the main causes of why people get infected 
with HI VIA IDS. This is because when a person gets drunk, this reduces their 
moral sense of judgment and as such both men and women easily ended up 
having unprotected sex. n (R18) 
"It is very common for men to get excited and get involved with a commercial 
sex worker when drunk as opposed to when one is sober." (FGDP8) 
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7.2.4.1 Alcohol and neglect of use of condoms 
Excessive alcohol abuse was also associated with the lack of proper use of condoms. 
Study participants talked of the failure by men to use a condom when they were drunk. 
This was said to be because of the lowered sense of judgement to the risk of infection. 
They also talked of incorrect use of condoms and that some men even forgot under 
the influence of alcohol that they had a condom which they had intended to use in a 
casual sex encounter. 
7.2.4.2 
"Some men even forget that they have a condom when they get drunk." 
(FGDP8) 
Lack of recreation facilities 
Participants also identified the lack of recreation facilities, sports and social amenities 
within the district as a contributory factor to why men engaged in drinking alcohol. 
Study participants pointed out that the relatively poor social economic environment in 
the rural areas characterised by the lack of industrial and commercial development 
has meant that most of the rural areas do not have developed infrastructure for 
recreation. Apart from games such as football and netball where local men and 
women improvise on the playing field, rural areas critically lack a well developed 
recreational and sporting infrastructure. According to participants this has meant that 
some men have tended to spend more time with their friends in drinking alcohol. In the 
course of doing so some men also tend to pursue girls for a sexual relationship . 
.. The lack of recreation facilities, sports and social amenities cause men to 
pursue girls for company and to engage in early marriages" (R14) 
7.2.5. Migration and sexual risk taking. 
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Men explained that due to droughts that resulted in poor crop harvests coupled with a 
poor economic environment, men were compelled to travel outside their villages to sell 
their animals to raise money to support their families. Some travelled to urban areas in 
search of opportunities for employment. During these errands it was thought that men 
would tend to have multiple sexual partners. It was also observed that high-risk 
behaviour such as sex with multiple sexual partners is not simply the result of 
migration but may be the result of alienation, of loneliness, of being separated from 
family and regular partners and the breakdown of traditional family units and the 
freedom to throw off norms of behaviour. 
"Some men go into a relationship while away from home because of loneliness 
and desire for company" (R22). 
'Men normally take on other sexual partners when away from home for long 
intervals for the need of company because they are lonely in strange places 
while they are away from their homes where they are known" (R15). 
'While in different communities men took advantage of their anonymity and lack 
of social restriction to develop sexual relationships with other women. " (R12). 
7.2.5.1. Negative opinion of men that engage in casual sex encounters 
Women in the focus group discussions (FGD's) did not favour this movement of men 
going to the city for long intervals. They pointed out that although migration brought 
with it material prospects to improve the quality of life it also brought with it the risk of 
infection. 
'While in the city men end up sleeping with town women who give them 
diseases and only returned to the vii/age to infect their wives and to die." 
(FGDP6)) 
A number of both men and women participants described married men engaged in 
casual sex encounters as being selfish. They observed that it was such men who were 
spreading the HIV infections. Without having multiple sexual partners the HIV/AIDS 
epidemic would not have spread. This perspective is reflected in one of the statements 
from the individual interviews saying that 
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"Men who sleep around wffh other women are selfish and are not considerate of 
their families as they stand to bring an infection in a relationshipn (FGDP23) 
7.2.6 Summary 
This analysis has shown that some participants in the study to some degree perceived 
male sexuality as an innate phenomenon. However, most participants concurrently 
saw it as influenced by different aspects of the social environment. In view of the 
diversity of ways in which men experienced and viewed the social environment, men's 
sexual behaviour and attitude was said to vary from one individual to another. These 
findings highlight the plural nature of masculinity or masculinities and the complexity of 
linking manhood to HIV/AIDS sexual risk taking behaviour. 
Male sexuality was further described as being an important element in the affirmation 
of masculinity. It was perceived to be an essential element for procreation as well as 
ensuring ·social reproduction' for the community. While the value of male sexuality 
was acknowledged participants also highlighted some negative aspects to male 
sexuality such as attitudes and behaviour reflected in sexual prowess and conquest 
and a propensity for multiple sexual partners. Such attitudes and behaviour were seen 
to expose men to a greater risk of infection and in the transmission of the virus that 
causes AIDS. This is because the more sexual partners an individual has, especially 
if a condom is not used, the more likely it is that they become infected with HIV/AIDS 
and pass on the virus to women. Furthermore it was noted that while many men live in 
monogamous relationships, other men may have multiple partners or have casual sex 
with other women. Study participants in both individual interviews and focus group 
discussions observed that such, men who have multiple partners stand a much higher 
chance of bringing an infection into a marital relationship. 
Other social influences such as the lack of recreation facilities resulting in excessive 
abuse of alcohol and migration were cited as social factors that exposed men to the 
risk of infection. When men were under the influence of alcohol some of them were 
known to loose their sense of moral judgment and ended up in casual sexual 
encounters. Similarly when men traveled outside their communities to either sell 
254 
agricultural produce or migrate into the city for employment, they were known to 
establish temporary sexual relationships. This was said to expose men to the risk of 
infection. Women participants were particularly censorious about the likelihood of men 
having multiple sexual partners during the course of economic migration. 
A further finding emerging from this study is that in the Petauke District men are 
changing predominant concepts and beliefs about masculinity. As in the rest of the 
world the devastation that the epidemic is having on families and the traumatising 
experience of HIV/AIDS orphans are forcing men to question some of the long-held 
ideologies of 'what it means to be a man' and hence their sexual risk taking behaviour. 
Male and female participants' accounts of assumptions and behaviours informing and 
expressing masculinity, which they held or encountered indicate that these are highly 
influential in shaping men's sexual practices and behaviour. Their accounts also 
indicate the complex nature of the factors involved, including associations between 
men's social and economic pre-eminence and 'risk taking behaviour', whether 
involving alcohol consumption or multiple partners in the course of economic 
migration. However, accounts also show that men's and women's perspectives on 
acceptable male behaviour are not uniform and are changing. 
These findings provide a complex, but helpful picture for health promotion workers 
seeking to gain an understanding of the relationship between masculinity and the 
underlying determinants of sexual behaviour. In doing so it contributes to the basis for 
initiating a process of change which involves understanding and challenging male 
sexual behaviour that exposes men and women to the risk of infection in marital 
relationships in rural Zambian settings such as Petauke 
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7.3. Perspectives on the risk of HIV/AIDS transmission in marriages. 
7.3.0 Introduction 
In the previous section (Section 7.2), I presented the study participants' perspectives 
on how social perceptions, social interactions and broader social conditions 
(influenced by aspects of the social environment) were perceived to influence men's 
risk of HIV/AIDS infection. 
In this section, I present the findings on how participants perceived the social 
environment structured gender relationships within marriage relationships and how 
these interacted with sexual decision-making and the risk of HIV/AIDS transmission in 
marital relationships. This is followed by accounts of participants' views on unequal 
gendered relationships concerning domestic violence and the association with 
HIV/AIDS transmission, and men's use and non use of condoms as a measure of 
protection against the risk of HIV/AIDS in marital relationships. 
The section concludes with a summary of the highlights of the study findings and an 
analysis of the implication of these finding (on) for health promotion practice for 
HIV/AIDS prevention in the district. 
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7.3.1 The place of marriage in social relations 
The data from the transcripts indicate that participants perceived marriage and family 
life as one of the most important and basic social units for ensuring social reproduction 
and that most men and women aspired and looked forward to being married in 
adulthood. 
7.3.1.1 The ideal of marriage in Petauke district 
The ideal marriage in Petauke district was described as a stable and long lasting 
intimate relationship between a man and woman. Participants further observed that 
marriage ensured a sense of social security, and respect and legitimised sexual 
relationships and having children. 
"Marriage is an important event in the social life of both men and women and 
this provides a mark of social acceptance and respect as a responsible adult in 
society. " (R8) 
"Marriage is a long-lasting partnership involving an intimate emotional and 
sexual relationship". (FGDP 18) 
"The importance of marriage is that it accords respect to the married person 
because he or she doesn't have to perform tasks that are designated for a 
particular sex. For instance there are certain occupations such as building a 
residential dwelling house or roofing a thatched house. These tasks are meant 
for a man. Tasks such as drawing water or collecting fire wood are meant for 
women. Marriage therefore confers respect as both men and women stand only 
perform those tasks which they are expected to perform. "(FGDP 26)" 
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"Marriage confers a level of respect and maturity to the people that get married 
as this is seen as a vel}' important stage in life" (FGDP 24) 
"Marriage legitimises having a sexual relationship and having children. The 
tendency in this community is that children who are bom out of wedlock are 
ridiculed and stigmatised as illegitimate children" (FGDP 8) 
7.3.1.2 Marriage and Parenthood. 
Marriage was also considered as a necessary step towards parenthood and in 
conferring legitimacy in having children. At another level, marriage and family was also 
perceived to be essential for socializing the next generation. It was not only seen as a 
means of ensuring community survival but also individual and social fulfillment. Some 
of the additional responses made by the respondents were as follows: 
7.3.1.3 
"I think that one of the reasons that people want to marry is because of the wish 
to have children. EveI}' family desires to have children. This is not only because 
children bring happiness but t is also because children are seen as insurance in 
old age"(R3) 
"Parenthood is an ultimate desire for any person getting into marriage this is 
because parenthood ensures the continuity of the human race and our 
culture"(R16) 
"It is different if a person has a child out of a recognised marriage. Children 
born in marriage are better recognised as opposed to children that are born out 
of marriage" (FGDP 4) 
Preparing for marriage. 
From a very early age boys and girls are socialised to prepare for specific gender 
roles, tasks and responsibilities associated with marriage. Participants cited the 
preparation of boys as responsible parents. This involved preparing boys for tasks 
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associated with providing for a home while girls were socialised in activities to do with 
reproduction and domesticity. 
"The importance of marriage in our social life is seen by the fact that both males 
and females are socialised towards a life of marriage from a very early age. 
Boys are taught skills that are tailored towards providing for the family such an 
agriculture fishing while girls are taught skill to do with the proper keeping of the 
home n (R10) 
"It is important that boys are prepared to be responsible husbands whenever 
the opportunity arises. This ensures that when they get married they are 
adequately prepared for this role. Similarly there are also some specific 
initiation ceremonies that aim at preparing girls for marriage so that they 
become good wives" (FGDP 14) 
7.3.1.4 Men's entry into marriage. 
Establishing a family is considered as an important step in life. In Petauke, the 
standard for entering into marriage was based on a man's ability to provide enough 
food through farming. When a man is able to provide for a wife and family, he is 
considered ready for marriage. The only requirement for a woman is biological 
maturity. Both must seek the approval of their parents before they marry. A mature but 
an unmarried man is viewed with suspicion and that he might be impotent. 
7.3.1.5 Male dominance in marriage. 
While marriage was described as a partnership between men and women most 
marriages in the district were said to be characterised by unequal gender 
relationships. This was said to be common in the community as men occupied a 
higher social status than women and this was said to form the basis for gender 
relations. 
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Participants perceived male domination to be a result of the social responsibilities that 
men had in providing for the family. Thus men in marriages were considered as 
breadwinners and generally referred to as the head of the household. Furthermore 
men's enhanced social status was a result of the nature of the responsibilities that 
they had for providing for the family. With limited technology in the rural area most of 
the means for economic production were labour intensive. This favoured men because 
they were much stronger compared to women and this usually resulted in men being 
in control of productive resources for the family. 
"Although marriage is a partnership between a man and a woman, men are 
traditionally the providers and heads of the family while women were largely 
associated with household work. n (FGDP1 0) 
'The situation that we live in requires men to be bread winners. This is because 
men are strong and they are able to carry out tasks that women can not do. 
Because of this men, have tended to have control of the means to support the 
family. This has in turn fostered male domination" (FGDP 13) 
The nature of life in these communities is that many activities to support the 
family are labour intensive. This means that men are able to survive. In order to 
avoid the difficulties of life, that is why women accept to have a lower position to 
men in a marriage" (RB) 
7.3.2. Gendered sexual decision making power in marriages. 
Women participants highlighted gendered power differentials as highly significant in 
sexual decision making. These socially determined roles were seen as having a 
significant effect upon the responsibilities for decision making with men having a 
greater influential role in decision making including on sexual decision-making in 
marital relationships. This has, in turn, limited women's opportunities and required 
them to be under the protection and control of their husbands. 
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7.3.2.1 
"M.e~ generally h~ve a "!~ch greater decision making power in marriages and 
thIs Includes making decIsIon to do with sexuality such as when to have a baby· 
(FGDP 18) 
It is commo~ in marriage that men decide when to have sex. With such power 
men determine the sexual health of family including having the power to decide 
when to have a child. n (FGDP 24) 
Although women can suggest having sex, it is often men who decide when to 
have sex" (FGDP 2) 
The payment of dowry and male domination. 
Participants in the focus group discussion also pointed out that tradition of paying 
dowry as a requirement to legitimise a marriage diminished womens' say in sexual 
decision making as some men took it that they had bought the woman's sexual rights. 
With this background of subordination women had a social responsibility to provide 
sexual favours to their husbands considered as a basis for a marriage and a man 
could demand sex at will. As one woman described: 
"Since the man pays lobola (dowry) for a woman to enter into marriage, it 
means that the man has authority over the woman in a marriage" (FGDP 10) 
'The payment of a dowry also makes some men believe that they own a 
woman that they can demand to have sex as and when they need" (FGDP 18) 
"Although bride price is meant to solemnise the marriage and show of respect 
in many marriages, this has resulted in women having a subordinate role in 
sexual decisions as men are seen to have paid for women's sexual rights.· 
(FGDP9) 
'The payment of a dowry to take a woman into marriage brings many problems 
in a marriage because the woman has to comply with the demands made by 
the husband including having sex as and when he wants. If a woman does not 
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agree to the husbands sexual advances he has the right to complain to the 
relatives of the woman" (FGDP 7) 
7.3.2.2 Risk of HI VIA IDS transmission in marriages 
The combination of men's power to shape sexual decision making in marriage and 
relatively promiscuous behaviour beyond marriage were seen by participants as 
significant in HIV/AIDS transmission. Study participants acknowledged that HIV/AIDS 
infections in the communities were common. Participants described men as having a 
much higher possibility of bringing an infection in an intimate relationship. This was 
because men were seen to be more likely to have a sexual relationship outside 
marriage than women. This might be because while many men live in monogamous 
relationships other men might have sex with multiple partners or occasionally without a 
condom. This enhanced men's risk of infection. Similarly men who indulged in 
excessive beer drinking and those who returned from the city where they might have 
had a relationship with other sexual partners could not be denied sexual favours from 
their wives. 
"Men are more prone to bring an infection into a marriage because of their 
social mobility and that they have more opportunities and motivation for extra 
marital partners than women" (RS) 
"Men determine our reproductive health welfare. If a man is unfaithful this 
enhances a woman's chance of getting an infection" (FGDP5) 
"Traditional/y, women are dependent on the man in marriages and this accords 
women 8 lower bargaining power to influence their husband's sexual affairs 
within and outside marriage". (FGDP13) 
7.3.2.3 Men: Women and sexual decision making 
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Participants described the risk of infection in a marital relationship as occurring in the 
process of performing "marital duty' where the wife provides unprotected sexual 
favours to the husband. They observed that this was because men had a greater 
influence on sexual decision making and as such women can not refuse to have sex 
even when they knew that their partners were having sex with other women. They 
also said that women had little opportunity to bring the infection in a home because 
women's social interactions were closely watched in the community. 
"Men have a greater sexual making power n marriage and a woman cannot 
refuse to have sex even when she knows that the husband is having a sexual 
relationship with another women"(RS) 
"One of the expectations in marriage is that of a husband and wife having a 
sexual relationship. Since marriage is founded on the spirit to remain faithful to 
each other, an insincere partner who brings the infection and this is usually men 
may infect the partner in the course of having a normal sexual relationship in a 
home" (FGDP 14) 
'We live (on)in hope that our husbands have been faithful to the marriage 
whenever they demand sex" (FGDP 22) 
7.3.3 Domestic violence and the risk of HIVAIDS infection 
Domestic violence was reported as a common occurrence in the communities. 
Contradictory accounts from women and men on this issue validated the importance of 
separate data gathering strategies for male and female participants. .Most significant 
to this study, there appeared to have been a problem of under-reporting by men of 
incidences of domestic violence. The following summaries and quotations provide 
an(d) indication of the responses derived from respectively male and female 
participants' accounts. 
7.3.3.1 Men's reports of domestic violence. 
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Generally, both men and women viewed domestic violence negatively. Most male 
participants in the study also denied being involved in domestic violence. 
"I personally find it is inappropriate to beat a wife as this is demeaning to her 
social status and erodes her respect both within the family and in the society. " 
(R6) 
"I never beat my wife because I consider her as my partner and (it is) as such it 
is wrong to subject her to domestic violence"(R13) 
I now get angry when I hear of a man that beats his wife. I always ask what if it 
was the wife that beat the husband how would he feel"(R14) 
Nevertheless where male participants did describe inflicting violence on their partners 
they echoed a theme that this was as an appropriate means of men exerting their 
authority. 
7.3.3.2 
"Men beat up their wives in order to instill discipline and as a way of asserting 
their authority. " (R 18) 
In the early stage of our marriage I used to beat my wife as a way to instil 
discipline. I later realise that this was considered shameful and I have since 
stopped". (R20) 
Women's reports of domestic violence 
I became aware of the possibility of under reporting of the incidence of domestic 
violence in a home. This was because of the contradiction which emerged from the 
statements the women made in the focus group discussion. Most women participants 
complained that they had been physically beaten at least once in their life. This 
contradicted the reports from most men who participated in the study, who said that 
they had never physically assaulted their wives. 
264 
"It is common for men to beat their wives and I wish this could stop" ( FGDP 16) 
"My friend is always being beaten over very petty and small issues such as 
delaying in serving a meal when the husband comes back from drinking"(FGDP 
23) 
Women in Focus Group discussions also lamented that without economic leverage it 
was impossible for women to leave relationships, even if they perceive it to be risky. 
This was because of the lack of bargaining power and fear of abandonment and 
destitution. Again this echoed a common theme in wider literature on domestic 
violence in Zambia, and internationally as discussed in Chapters 1 and 2. 
7.3.3.3 The connection between domestic violence and the transmission of 
HIVIAIDS 
Female participants highlighted the connection between domestic violence and the 
risk of HIV/AIDS in marital relationships as coming about when women were afraid to 
negotiate safe sex even when they knew that their partners were having an extra 
marital sexual relationship. The fear of domestic violence and sexual coercion were 
mentioned as making women in marital relationships vulnerable to the risk of infection. 
"I know of a friend who was often intimidated by the husband for refusing to 
have sex. She was so scared of the husband that even when she knew that he 
had another relationship which put him at risk of an infection she still could not 
refuse his advances for fear of being beaten n (FGDP21) 
"The fear of domestic violence makes it difficult for women to refuse having 
unprotected sex with their husbands. II (FGDP8) 
"Sometimes these men coerce us into having sex by intimidating us that they 
will take on another sexual partner if we refuse to have sex with them.· 
(FGDP10) 
7.3.4 Condom use and the risk of infection In marital relationships. 
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Most study participants (both male and female) reported that they had heard about 
and seen a condom. Participants said condom use was widespread .Almost all the 
male participants had used a condom. All men acknowledged that condoms provided 
the most effective protection against HIV and other STls. 
7.3.4.1 
"These days condoms are easily available, and I have used some and 
they are good for protecting against he risk of infection n(R4) 
"Yes I use condoms and I don't find anything wrong with that"(R10) 
"I have found condoms in my husbands pocket one and I think this was 
good because he was protecting himself against the risk of infection" 
(FGDP 26) 
Condom use in marriages 
However, both male and female participants observed that male use of condoms in 
marital relationships was minimal and was fraught with a number of limitations. The 
two major reasons cited for this were as follows. First, men described how they did 
not use condoms in marital relationships because of the association between 
condoms and multiple partners/prostitution. As such, a suggestion to use one, could 
be interpreted as evidence that a man had been unfaithful, or thought that his wife was 
involved in other sexual liaisons. It is notable in this context that, participants' accounts 
confirm wider findings (Jackson 2004) that men are more likely to use condoms with 
commercial sex-workers, where there is no emotional relationship and where condoms 
imply a lack of commitment and trust. 
"I fail to gather enough courage to suggest to my wife to use condom because 
she would become suspicious that I was having sex elsewhere (R12) 
"Condoms introduce mistrust in a marriage because it means that the person 
suggesting to use a condom has been unfaithful or does not trust the other 
partner. " (FGDP6) 
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"Condoms are not very popular because they are associated with promiscuous 
behaviour. n (FGDP18) 
Secondly, participants described the following reason for condom use being 
problematic in marital relationships. The use of condoms conflicted with the desire to 
have children. Participants' feedback again echoed findings from wider studies 
(discussed in chapter 1 and 2). In many Zambian rural communities, children are 
highly valued partly because they provide a level of social support for parents in old 
age. Since condoms are a barrier method and prevent conception this has presented 
difficulties for their use. 
"Using condoms in a marriage is difficult because it conflicts with the 
desire to have children" (FGDP12) 
A further conflict for condom use was the teaching of the church that condoms were 
not permitted. A high number of people in Petauke district are member s of the 
Roman catholic church which opposes the use of condoms. 
"I do not use condoms because my church does not allow us to use 
them n(R26) 
7.3.5 Summary. 
These findings, drawn from male and female participants' perceptions and experience 
have highlighted the association between the ways in which masculinity is configured 
in Petauke district and the risk of HIV/AIDS transmission in a marital relationship. 
Participants perceived the unequal balance of power between men and women to 
have a strong influence on defining men and women's reproductive health and the 
risk of infection of women in marital relationships. 
In terms of gender roles, the status of many women in the district was said to be low. It 
was observed that most women were poor and powerless and as a result, there were 
unequal power relationships that were played out in sexual encounters. This was 
sustained by social support for men to fulfil their sexual needs and desires as they 
wished. This was said to make it difficult for women to negotiate sexual relationships. 
This often led to a situation in which women were often unable to take full control of 
their sexual and reproductive lives in such areas as choosing a partner, how and when 
to have sex, using contraceptives, protecting themselves against STD's/HIV and 
avoiding coercion. 
These findings illustrate how collecting information from key stakeholders, as achieved 
in this study, to better understand human sexual behaviour and gender relations is of 
vital importance to improving reproductive health and to achieving reproductive rights. 
At another level, study participants observed that poverty caused many women in the 
district to compromise their sexual and reproductive rights. This was said to be 
particularly evident in situations where women lacked the ability for economic self-
support. Furthermore study participants perceived the severe economic hardships 
women were faced with led to their lack of capacity to effectively negotiate their desire 
in sexual relationships or insist on safe sex, for fear of losing an important source of 
financial support. In this same connection study participants observed that the low 
status of women meant that they had little power to control their sexual and 
reproductive decisions. 
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It was also observed that the dangers of economic dependence were more acute for 
women who have never had a chance to develop skills needed to earn a living, 
including many who marry early and later face breakdowns in their marriages. This is 
also associated with the lack of education among the female population (identified in 
section 7.0). Many women in the district have little or no education. The lack of 
education denies women the necessary knowledge, means and confidence for 
individual self-support. In terms of sex education, some traditional initiation 
ceremonies encourage young women to be submissive to their husband's sexual 
demands. 
Furthermore, participants' accounts, notably those from the women in focus group 
discussions, highlighted how violence and coercive practices limit an individual's 
capacity for autonomous action and self protection against unwanted sexual 
intercourse, pregnancy and HIV/AIDS. 
Participants' accounts also revealed how the same unequal gender relationships 
affected the use of condoms in marital relationships. Although, the correct and 
consistent use of latex condoms has been promoted globally as one of the most 
effective strategies for containing the spread of the epidemic their use in marital 
relationships still remains problematic. This study has shown that both men and 
women experienced difficulties in suggesting the use of condoms as it suggests 
mistrust of the other partner. Despite the evident advantages for protecting against 
infection, and the context of men's reported greater tendency to have multiple sexual 
partners, some men felt that using a condom was unmasculine. 
Participants' feedback on masculinity and HIV/AIDS transmission in marriages 
underlines a number of important factors for health promotion workers to take account 
of in addressing the spread of the epidemic in a district such as Petauke These 
include issues arising from male dominance in marriage, notably the connection 
between domestic violence and sexual coercion and HIV/AIDS transmission; women's 
disadvantaged economic position and associated vulnerability; and paradoxically, the 
problematiC nature of condom use in marriage. Participants' feedback also indicated 
that whether or not male conduct was consistent with this, the issue of the 
unacceptability of male violence was at least present in public debate, and therefore 
could be referred to as a starting point in health promotion discourse. 
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7.4. Health promotion: Men and HIV/AJDS. 
7.4.0 Introduction 
In this section, I present findings from participants' accounts of the various health 
promotion activities carried out in the community. The findings presented in this 
analysis are focused on efforts to reach men in marital relationships with information 
and education on HIV/AIDS. 
I begin the section by presenting participants' accounts of the various health promotion 
activities. This is then followed by a presentation of findings in relation to participants' 
knowledge and awareness of the risks of HIV/AIDS within marital relationships. 
7.4.1 HIV/AIDS awareness and educational activities 
The data from the transcripts indicate that there are a number of HIV prevention health 
promotion activities carried out by a number of different organisations such as 
government ministries, the church and non-governmental organisations. These 
activities include public meetings, drama and a limited coverage of home visits by the 
PPAZ community-based workers. These initiatives are further focused on encouraging 
sexually active individuals to abstain. be faithful and/or use a condom (Le. the ABC 
Approach, described in chapter 5). 
7.4.1.1 Organisations carrying out HIVIAIDS educational activities. 
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Study participants mentioned a number of organisations as providing HIV/AIDS 
educational activities in the communities. These services included the Planned 
Parenthood Association of Zambia (PPAZ), the Zambia Red Cross, the Government 
Ministry of Health, and the Ministry of Agriculture Department of field extension 
services. The faith based organisations identified as providing HIV/AIDS prevention 
related activities were the World Vision a predominantly protestant led organisation 
and a project supported by the Seventh Day Adventist Church called ADRIA. The 
following quotations provide the data for this summary. 
"Mabvuto's project (Mabvuto is a fictitious name for one of the PPAZ 
Community-based agents working in the community. The name has been 
changed to render the worker anonymous) is the most well known project 
providing HI VIA IDS prevention and awareness education in the communities. 
Although other organisations have been providing information regarding these 
activities it is easier to talk to Elias and obtain services such as condoms 
because he lives with us here in this community" (RS) 
The Ministry of Agriculture has been providing an Agricultural and HIVIAIDS 
education outreach service. This is where agricultural extension service 
workers provide HIVIAIDS education when they visit us to provide an 
agricultural extension service" (R10) 
'7he church has also been instrumental in providing these services. Some of 
the organisations that we have seen from the church are the world vision and 
ADRIA. n (FGDP 16) 
7.4.1.2 Nature and type of services offered 
Study participants observed that there were a variety of types of information and 
educational activities aiming at preventing the spread of HIV/AIDS which are being 
carried out in the communities. These activities included distribution of educational 
materials, holding public meetings and a limited range of home visits. 
"There are people from different organisations that come here to provide us 
with information on AIDS. Some of these people come from the hospital at the 
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Boma and they conduct public meetings and distribute materials w;th 
information on AIDS". (R12) 
'The PPAZ has been distributing pamphlets and brochures and they also use 
posters with information on AIDS which are put at Market places and in bars". 
(R10) 
"The types of activities carried out are tailored to meet different information 
needs such as information for young people and information for the aduffs· 
(FGDP 18) 
"I am aware that the various organisations distribute a variety of print materials 
which provide information on different aspects of the HIIAIDS epidemic. (R16) 
"I have also seen the PPAZ conduct home visits where they visit homes and 
talk to families regarding HIVIAIDS". (R1S) 
7.4.2 Impact of current programmes on knowledge of HIV/AIDS 
Participants described the current range of activities to have managed to create a level 
of awareness on HIV/AIDS the risk of infection and on how this can be prevented. At 
the same time most of the participants appeared to be well informed about the spread 
and risks of infection as well as major features of treatment regarding sexually 
transmitted diseases and HIV/AIDS. 
7.4.2.1 Incidence of HIVIAIDS 
Participants described the problem of HIV/AIDS as widespread and common in the 
communities where they lived. This knowledge was of course largely gained from 
direct personal experience. All the respondents reported that they knew of somebody 
within the community and either or a close friend or relative suffering from HIV/AIDS. 
"HI VIA IDS is a fatal disease which always results in death" (R8) 
"Anybody who is sexually active stands the risk of infection". (R4) 
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"There is no day that passes without discussing HIVIAIDS. Either there is 
somebody ill or a death in the community because of HI VIA IDS (R13) 
"Many people in this community have lost a relative or friend through AIDS" 
(FGDP15) 
"A pe~son infect~d by HIVIA!D~ often suffers from sores or rashes on the body 
especially affectmg the genitalia, boils and herpes Zoster on any part of the 
body. Skin changes in texture and colour such as dry skin, red and or chipped 
lips" (FGDP12) 
'When one is infected they also develop a problem which results in hair loss ", 
(FGDP2) 
"I have had AIDS in my family and know many people in the community 
struggling to cope with the infection in their families" (FGDP 24) 
7.4.2.2. Views on populations at risk 
Respondents described all sexually active individuals including married couples as 
being at risk of infection, Young people were considered more at risk because they 
tended to have more multiple sexual partners, Commercial sex workers and people 
who slept with prostitutes were considered as being at high risk of infection, 
7.4.2.3 
':4ny person with multiple sexual partners has a higher chance of getting an 
infection" (R1) 
"Older men who have sexual relationships with younger girls known as 'sugar 
daddies' contribute to the spread of HI VIA IDS infections in communities" (R 12) 
"Cultural beliefs and practices such as sexual cleansing and having sex with a 
woman who has just had an abortion increase the risk of infection" (FGDP11) 
"Skin piercing, blood transfusion, use of infected instruments such as needles 
and razors contribute to the risk of infection" (FGDP1 0) 
Reasons for the spread of HIVAIDS. 
There were a number of reasons given for the spread of the HIVAIDS infections in the 
community. These ranged from having unprotected sex, increased casual sex 
encounters, male sexual behaviour and that due to lowering of the traditional values 
many people were getting involved in sexual relationships at a young age. They also 
cited the problems for sex for money. 
"Although people are aware of the risk of infection it seems that many people 
are still engaging in unprotected sex encounters7FGDP1) 
"These days' young people have lost respect for sex and they drink too much 
alcohol and that is why there are so many diseases" (FGDP16) 
"Most young people have lost the lost respect for sexuality and this is why there 
are so many infections" (R13) 
'There is also the problem of people having sex for money. Because of poverty 
many young people and particularly women who can not easily survive the 
harsh realities and life in rural communities tend to exchange sex for money· 
(FGDP 30) 
7.4.2.4. Prevention and cure 
Most participants were aware that there was no known cure for HIV and that the risk of 
infection could be avoided. Behaviour modification and adoption of safe sex behaviour 
such as abstaining from sex, and use of condoms were considered as an effective 
means of avoiding infection. 
"There is presently no cure for HIVAIDS" (FGDP 24) 
"' know that some traditional healers can provide medicine some of the 
illnesses associated with HI VA IDS for instance they can cure illnesses such as 
persistent cough, or a skin rash but they can not cure the actual HI VA IDS 
infection" (FGDP 19) 
"The various programmes carried out in the communities have ~en very 
successful in influencing sexual behaviour change, although much stilI needs to 
be done"(R3) 
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"AIDS is a killer disease. Once it catches you, finish. It is a death sentence 
because there is presently no cure to protect against infection"(R20) 
"It is a curse from God for a punishment for those people who sleep 
aroundn(R13) 
7.4.2.6. Concern for the risk of infection 
All the study participants expressed concern for the fear of being infected with the 
virus that caused AIDS. Men worried the most for the fear of infecting their wives and 
the negative impact that this would have on the entire family. The following quotations 
relate to this summary. 
7.4.2.7 
"I worry about the welfare of my children in the event of death from AIDS". 
(R13) • 
"I am also concerned of the risk of infecting my wife" (R28) 
"I am scared of HIVIAIDS because I have seen how people suffer when they 
are infected". (R 16) 
Myths and beliefs 
Although most of the respondents had correct and accurate information on the risk of 
infection and a fairly good idea on some of the general symptoms of infections, some 
of the respondents located the spread of infection within the context of the local belief 
system. This could be attributed to the low literacy levels in the community (See 
section 7.0.). 
-AIDS can be thrown at you by a person who hates you such as a witch- (R20) 
-AIDS is as a result of a bad omen or mysterious powers ~ (FGDP12) 
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7.4.3 Limitations of current outreach activities 
Although participants showed a level of awareness on the risks of infection and some 
of the symptoms associated with the infection, study participants in both the individual 
interviews and focus group discussions indicated that that there were a number of 
limitations to the effectiveness of current education and awareness activities. These 
comprised both limitations in the format of health promotion interventions, and that 
most of the information provided was too general and did not target specific groups in 
the population 
7.4.3.1 Drawbacks of public presentations 
Participants complained that since most of the educational activities were provided in 
public gatherings it was difficult for most of the people particularly women to ask 
questions and seek clarifications on their concerns. This was largely because sexuality 
in rural areas of Zambia still remains a taboo subject and women found it difficult to 
discuss this subject in public. To this effect there was a preference for a home based 
strategy since this offered a level of privacy. The following statements highlight some 
of the issues raised in respect of the limitations of service. 
"The current information offered is too general and does not address many of 
the concerns that we have. It is even worse for women because they can not 
discuss issues regarding sex which is the main mode for HIVIAIDS 
transmission in public. "(R1S) 
'We are restricted in asking intimate questions in large gatherings because 
most of the people that attend such meetings are related to each other through 
the kinship system and it would be offensive and insulting to discuss sexuality 
in such a gathering." (FGDP12). 
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"I would rather that programmes focused more on home visits. Mabvuto's 
project (Mabvuto is a fictitious name for one of the PPAZ Community-based 
agents working in the community. The name has been changed to render the 
wor~er ano.nymous) ~a~ been ve~ su~cessful in providing family planning 
servIces usmg home VISIt s and I thmk thIS can also help in HIVIAIDS education 
as home visits ensure privacy and confidentiality" (FGDP 24) 
"It is easier to talk to the community-based agents on a person-to-person basis 
in a privacy of a home on issues regarding sexuality and sexual behaviour' 
(FGDP8) 
7.4.3.2 Information on Men and HI VIA IDS 
Study participants indicated that there was a critical lack of specific information on 
men and HIV/AIDS. They observed that male sexual behaviour ~a subject of 
concern in the community and there was need to address the problem of HIVAIDS in 
families yet there seemed to be no strategy in the current HIVAIDS prevention strategy 
that addressed the information needs of men in marital relationships 
"The current information programmes being carried out in the community do not 
specifically target men Although the information provided is meant for men and 
women who are sexually active it would be useful to have information for men 
only"(R20) 
"There is a lot of AIDS in marriages yet there are no programmes to stop men 
from bringing AIDS into families"(R16) 
"Married men have been left out in the campaign against HIVAIDS" (FGDP 23) 
'We have seen programmes for young people and women considered being 
vulnerable groups to HIVIAIDS yet these activities leave out married men who 
carry the risk of bringing an infection into a home and which is resulting in an 
immense problem of orphans" (FGDP 24) 
Participants observed that there were no programmes which were currently 
addressing some of the harmful ideologies associated with what it meant to be a man, 
in the district. They pointed out that the current range of activities were focussed on 
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promoting condom use amongst men without addressing what they saw as more 
fundamental issues that caused men to be more at risk of infection. 
7.4.3.3 
"Instead of just encouraging the distribution and use of condoms heath 
promotion needs to go a step further and begin to address men's sexual 
behaviour and attitudesn(R23) 
"My worry is that most of the current programmes appear to be focussed 
more on promoting the use of condoms and not addressing the real 
issues of why men put them selves at riskn(R18) 
'7here are certain attitudes that men hold such as the idea of having too 
any sexual partners which is spreading the infections. If each man only 
had one partner the infection would not spread. This is a challenge for 
Heath promotion "(R 11) 
HIVIAIDS and domestic violence. 
Strikingly, both male and female respondents complained that there were no health 
promotion activities or materials which addressed the connection between domestic 
violence and HIV/AIDS. They pointed out that some NGO's and church organisations 
working on gender equality programmes have carried out programmes on the impact 
of domestic violence. These programmes did not, however, address the problem of 
domestic violence and the risk of HIV/AIDS. 
'7here is an evident lack of programmes targeting the problem of domestic 
violence and its association with HIVlAIDS n (FGDP 24) 
"People do not want to talk about domestic violence in their home, and it is 
likely to be more difficult to talk about the risk of HI VIA IDS infection in marital 
relationships. This is because sexuality is generally considered as a taboo 
subject. For instance it is disrespectful for a woman to say that she was forced 
to have a sexual relationship in a marital relationship or accuse her husband of 
rape" (R1) 
"Some men become violent and involved in domestic violence when they drink 
excessively. In this condition men are more likely to adopt risky sexual 
behaviour practices~ (FGDP2) 
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'When men come home drunk it is sometimes difficult to challenge them and 
impossible to even suggest the use of a condom" (FGDP11) 
There are no programs addressing the problem of domestic violence and risk of 
infection". (FGDP13) 
7.4.3.4 HIVIAIDS and condom use 
Participants described condoms as providing a level of protection against the risk of 
infection when they are properly used. 
"One has to use condoms in order to prevent the risk of infection"(R4) 
Participants also described widespread initiatives to make condoms more generally 
available. They mentioned the Ministry of Health and the Planned Parenthood 
Association of Zambia as the main providers of condoms in the communities. The 
condoms were distributed in the communities by community based agents. Study 
participants said that more and more people were taking to the use of condoms to 
avoid the risk of infection. 
"There are condoms available in this community. They are usually made 
available by the PPAZ and the Ministry of Heath. They normally give these 
condoms to their community based workers for distribution in the 
communities"( R 29) 
"Condoms are usually given out free of charge by community based workers" 
(FGDP 24) 
"I purchase my condoms from tu themba (roadside retail vendors),,(R20) 
However, participants criticised the absence of initiatives specifically undertaken to 
address the issue of the use of condoms in marital relationships. They said that 
although there was a high incidence of infections in families, health promotion efforts 
were not addressing this segment of the population. They urged programmes to 
~80 
seriously consider intensifying programmes for HIV/AIDS prevention in families in 
order to avert the risk of infection and the creation. 
"It seems organisations providing HI VA IDS prevention service are focusing ore 
on the young people and women only yet there is a huge problem of HI VIA IDS 
in families and nobody is making an effort to promote the use of condoms in 
coupes at the risk of infection n (FGDP 14) 
'There is a strong resistance to use condoms in marriages and health 
promotion should take up this change in order to protect against the risk of 
infection (FGDP 28) 
"Since condoms are the only means of offering protection against the risk of 
infection, we need to encourage the use of condos if we are to protect against 
the continued out pouring of orphans from families ravaged by the 
epidemic"(R30) 
7.4.4 Summary 
The findings emerging here show that there were a number of organisations which 
include government departments, NGO's and faith based organisations that were 
providing HIV/AIDS awareness and education services in a rural community such as 
Petauke. The main preventive methods being promoted (is) were the use of condoms, 
abstinence and being faithful in a sexual relationship. As a result of the range of 
activities being carried out and bitter personal experience, the study further found 
there was a high level of awareness of HIV/AIDS risk perception in the community. 
Feedback from participants indicated that there were however a number of limitations 
to the current range of programmes that were being carried out in Petauke, as a rural 
community. Some of the limitations that were cited by the study participants were that 
the information being disseminated in the communities was too general. Participants 
281 
also observed that the range of activities being carried out did not address the specific 
information needs of a number of population groups. The current programme did not, 
for example, address the information needs of men particularly those in marital 
relationships. There were no programmes that were addressing the association 
between masculinity and the risk of HIV/AIDS in marital relationships. This is in spite 
of a background that men's risk of infection and likelihood of bringing an infection into 
a marital relationship are influenced by gendered perspectives and expectations. that 
are also shaped by societal factors and influences. 
To this effect feedback from participants also revealed that there were no activities 
that were addressing the connection between the social construction of masculinity 
and how this is reflected in domestic violence and the risk of HIV/AIDS. This lack of 
health promotion intervention also extends to the lack of a strategic framework for 
promoting the use of condoms in marital relationships. 
These findings therefore highlight the urgent need for health promotion interventions 
that deconstruct some harmful aspects of what it means to be a man in the district. It 
further underscores the point that while condoms provide a level of protection against 
the risk of infection, it is important that the same zeal and interest in promoting the use 
of condoms in the general population should be extended to focus attention on men in 
marital relationships. Moreover, the evidence from both male and female participants' 
comments in our study indicates that at least some members of the community 
already recognize the importance of such initiatives being developed in districts like 
Petauke. 
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7.5. Summary of key findings 
7.5.1 Introduction 
This chapter has identified the key themes emerging from the demographic profile of 
male and female participants in the rural Petauke district of Zambia, and from their 
perspectives and experience concerning the following issues: 
• How the concept of masculinity is socially constructed. 
• Male HIV risk taking behaviour. 
• The risk of HIV/AIDS in marriage 
• Health promotion in relation to men and HIV/AIDS 
These themes are now summarised in relation to the thesis' four research questions. 
The chapter then concludes by also highlighting certain cross-cutting themes from 
participants' feedback, which present important issues for developing health promotion 
practice. 
7.5.2 Empirical contribution to the Research Questions 
I present a summary of the contributions of the empirical data collected and analysed, 
to the answers of the research questions, before relating them to the wider literature 
and further consideration in the Discussion in Chapter 8. 
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7.5.2.1 Research Question 1 
What are the stakeholder perceptions of the ways in which aspects of the 
social environment influence notions of masculinity and how these impact 
on men's risk of infection and HIV/AIDS transmission in heterosexual marital 
relationships in rural Zambia? 
• Petauke district like many rural districts in Zambia, is gradually becoming a 
complex society, in which numerous factors are responsible for shaping male 
perceptions and attitudes. The district is on a 'cultural crossroads'. 
characterized by social transformation. The influence of the media, education, 
intermarriages and social mobility has given birth to new social values which all 
have an influence on the social construction of masculinity. 
• This study suggests that specific versions of manhood in the Petauke district 
are socially constructed, fluid, plural and in differ in other settings and over time. 
As such, there is no typical version of masculinity in the Petuke district. 
• Contemporary notions of masculinity are, however, rooted in traditional culture 
and custom. There is evidence to suggest that men's social behaviour is 
defined more through the influence of hegemonic forms of masculinity. 
Furthermore, men in the Petauke district tended to emulate other men whom 
they consider to be successful. 
• Some of the behavioural and attitude traits adopted through the influence of 
hegemonic forms of masculinity have led to the disregard of traditional social 
values and to problems of excessive alcohol abuse and having multiple sexual 
partners' - all which increase men's risk for STO's including HIV transmission. 
• The poor social economic environment in the district has led to a large exodus 
of young adult men to migrate to the urban areas in search of employment and 
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economic opportunities. Men separated from their families for a long time find 
new sexual partners for company and to quell loneliness while away from home 
and some men form new families. Consequently, some women may seek out 
new sexual partners as a strategy of economic survival. 
• Poverty and the lack of economic opportunity make it more likely that both men 
and women will migrate in search of income and employment which will disrupt 
stable, social and familial relationships and expose both men and women to 
increased risk of infection (UNAIDS 1999). 
• AIOS is still highly stigmatised in most of the district. Pointing at witchcraft or a 
bad omen is used as a form of scapegoat and denial. In rural communities such 
as those found in Petauke, people would win sympathy from their communities 
if a witch was perceived to be the cause of their suffering. This therefore 
emphasises the important influence of the belief system in the spread of the 
epidemic. 
• These findings challenge the explanation that HIV/AIDS is largely spread 
through cultural practices. While there are some cultural practices that increase 
the spread of the infection, this often affects only a few people in the community 
and is not relative to the spread of the epidemic. 
• These study findings suggest that there are several factors, including the 
influence of the wider social economic conditions which have an impact on the 
social construction of masculinity and the tendency toward HIVIAIDS sexual 
risk taking. 
7.5.2.2 Research Question 2 
2SS 
What are the perceptions of local men and women on the interconnections 
between notions of masculinity and gender based violence as a risk factor in 
HIV/AIDS transmission in heterosexual marital relationships in rural Zambia? 
• The study found that the use of domestic violence against women, and unsafe 
sexual behaviour were often efforts by young men to publicly define or affirm 
themselves as men. In marital relationships, the incidence of domestic violence 
was also associated with the elevated position that men occupied and because 
men controlled the productive resources for the family. 
• Men were commonly seen as heads of households and the ultimate decision-
makers. These decisions included issues around sexuality in marital 
relationships. 
• Women feared to challenge their husbands because of the obligation to provide 
sexual favours to their husbands. Some feared the breakdown of their 
marriages and loss of husband, as men would find it easier to find another 
sexual partner. 
• Violence against women occurs because culture and habit feed into patriarchal 
attitudes of male dominance and power over women. Reviving the customary 
institutions of marriage advice and counselling given by elders was mentioned 
as a possible means to deal with domestic problems. 
7.5.2.3 Research Question 3 
What are local men and women's perceptions in rural Zambia of the social 
and Individual behavioural factors which Influence men's decisions on 
whether or not to use condoms as a measure of protection against the risk of 
HIV/AIDS transmission in heterosexual marital relationships? 
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• Feedback from participants showed that young men and unmarried men were 
more likely than older men and married (or formerly married) men to use 
condoms. 
• Consistent condom use is not widely practised by men in marital relationships. 
Where condoms are used, this is usually for the purpose of contraception. The 
reasons for failure to use condoms range from embarrassment at buying them, 
to a belief that they reduce sensitivity and pleasure. 
• Men are also less likely to use condoms with a steady girlfriend or their wives 
because they believe those partners are unlikely to pass an infection to them. 
This contrasts with the men's lack of consideration that a condom might protect 
them from infection from their partner. The reason for not using condoms in 
marital relationships lies mostly in the association of condom use with multiple 
partners and prostitution. A request to use a condom in a marital relationship 
can thus be interpreted as unfaithfulness or fear of having acquired an STI or 
HIV/AIDS. 
• Additionally, condoms are more strongly associated with non-committed 
relationships. It is notable in this context that commercial sex-workers are often 
more able to insist on condom use with clients where an emotional relationship 
is not involved, than they are with male partners where condoms imply a lack of 
commitment and trust. 
• It is very hard for married women using other means of contraception to 
introduce condoms at home solely to prevent infection, but potentially easier if 
they need condoms for contraception. 
• Health promotion efforts need to convince policy-makers and programmes 
workers to seriously consider a strategy to promote the wider use of condoms, 
which takes account of these issues in marriage. 
• Women's influence on condom use in a marital relationship is much lower than 
men's. Although she may want to use a condom this is dependent on 
agreement from their partner. 
7.5.2.4 Research Question 4 
How can current HIV/AIDS risk prevention strategies be revised and 
developed to enhance men's participation and involvement in reducing 
the risk of HIV transmission in heterosexual marital relationships in rural 
Zambia? 
• There are a variety of approaches being used to provide education and 
awareness about the risk of HIV/AIDS infection and transmission in the Petauke 
District. One of the prominent approaches has been through a nationwide social 
marketing project which utilizes both print and electronic media to disseminate 
information on the risk of HIV/AIDS infection and transmission. 
• At an interpersonal level, a series of outreach activities involving educational 
talks, meetings, and a limited number of drama activities have been carried out 
to sensitise communities to various aspects of HIV/AIDS. 
• There was a lack of health promotion interventions addressing some of the 
societal factors that influence the spread of the epidemic. For instance. while 
some families still maintained the practice of sexual cleansing upon the death of 
a spouse, feedback from participants showed there are no concerted efforts 
from a community level to ban such practices. Sexual cleansing is a traditional 
practice where a widow is made to have sexual intercourse with a relative of a 
deceased in order to avoid the spirit deceased person haunt the surviving 
spouse. 
• Further, while the study indicates the possible association between domestic 
violence and the risk of HIV/AIDS, there was a lack of clear program activities 
that specifically addressed this issue. Since gender-based violence IS 
predominantly perpetrated by men, there is a fundamental requirement to 
increase awareness amongst men on the interconnections between domestic 
violence and the risk of HIV/AIDS. 
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7.5.3 Cross cutting themes 
Having set out the range of specific issues that emerged from my fieldwork, it is also 
important to highlight some cross-cutting themes that informed or emerged from 
participants' feedback. First, while both male and female participants gave full 
accounts of the complex ways in which the concept of masculinity is socially 
constructed, there was a substantial minority among participants who held that male 
characteristics were innate. This is an important consideration to be born in mind in 
elaborating any proposals for developing health promotion initiatives, which are 
seeking to be more sensitive to stakeholders' awareness of the social processes 
involved in masculinity and its association with HIV/AIDS transmission in marriage. 
Secondly, the following research strategies proved very productive: separating male 
and female participants, and taking great pains to ensure that the women concerned 
felt safe enough to comment on the most intimate issues, which were also issues that 
they might have otherwise felt intimidated to comment on, because of possible 
reprisals from male partners. Women commented extensively on pressures they were 
under within marriage in relation to male promiscuity, sexual coercion and domestic 
violence and the implications for HIV/AIDS transmission. The high incidence of 
personal experience of domestic violence reported by women contrasted strikingly to 
the picture presented by male respondents. This pointed to the importance of health 
promotion workers finding ways through the possible under-reporting of an issue 
which both women and male participants considered was germane to the spread of 
HIV/AIDS in marriage. 
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Third, participants' feedback confirmed the significance for the association between 
masculinity and HIV/AIDS transmission, of relatively low educational levels both for the 
population as a whole and for women in particular, that had emerged from participants' 
demographic profile. This was therefore not only an important issue for the form that 
health promotion information should take, but given its apparent consequences for 
HIV/AIDS transmission, an important issue for health promotion workers to raise 
beyond their field. 
Fourth, there was considerable recognition among both male and female participants 
of the need for forms of health promotion which took more account of the complex 
ways in which 'what it meant to be a man', was associated with HIV/AIDS transmission 
in marriage. These included health promotion addressing more specific issues e.g. 
men's condom use in marriage; and health promotion which considered more varied 
means of engaging with such a community: e.g. less reliance on standard public 
meetings, in recognition of the constraining unequal power relations that women 
experienced. In such ways feedback from participants suggested that there would be 
a greater degree of responsiveness to health promotion initiatives. 
Finally, participants testified to the diversity of individual male behaviour and 
perspectives (as discussed in earlier chapters (see specifically chapters 2 and 4). 
Some male participants as well as female participants argued for ending various 
health - threatening forms of dominating male behaviour. However, participants' 
accounts also brought out the pervasive and extensive ways in which the social 
construction of masculinity continued to represent forms of male dominance, inimical 
to the prevention of HIV/AIDS in marital relations in rural Zambia. These included the 
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persistence of certain traditional kinship and cultural assumptions and practices. 
While the influence of more modern/urban lifestyles was growing, it also fostered risky 
behaviours. Further, endemic poverty, experienced in gendered ways, was 
problematic for sustaining safe sex practices. 
7.5.4 Conclusion 
The case study informing this chapter has been grounded in the perceptions and 
experience of local men and women in Petauke district. Through sharing their 
considered views they have provided an informed, nuanced and penetrating account 
of the significance of the social construction of masculinity in relation to marital 
relationships and HIV/AIDS transmission in rural Zambia. In doing so they have also 
raised a series of important issues concerning how health promotion may be able to 
engage more effectively with male behaviour relating to this issue. The following, final 
chapter draws overall conclusions distilled from these empirical findings and the 
thesis' analysis of relevant secondary sources. 
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Chapter Eight 
Discussion 
and 
Implications for Health Promotion 
Policy and Practice 
8.0 Introduction 
This study has set out to examine the perceptions of both local men and women about 
the ways in which aspects of the social environment in Petauke District in Zambia 
have influenced notions of masculinity, and the interconnection between masculinity 
and the risk of HIV/AIDS in marital relationships. 
Using Petauke District as a case study, the study further explored participants' 
perceptions about the interconnections between masculinity and gender based 
violence as a factor in the risk of infection. The study in addition examined how 
dominant ideologies of masculinity have shaped both men and women's views' and 
behaviour relating to use of condoms as a measure of protection against the risk of 
HIV/AIDS transmission in heterosexual marriages. 
Finally, drawing on these findings the study has reviewed current and existing 
HIV/AIDS prevention strategies in Petauke District. This is with a view to identifying 
opportunities for developing health promotion strategies that promote male 
involvement in HIV/AIDS risk prevention in marital relationships. 
In this final chapter, I discuss the value of the study based on the results of the 
findings presented in the preceding chapter, and setting these findings in the context 
of previous studies. In doing so I highlight the contribution this study makes by 
providing new insights into the interconnections between the social construction of 
293 
masculinity and the risk of HIV/AIDS in marital relationships in rural communities in 
Zambia. 
The discussion of the findings is presented in six main sections. The first three 
sections of the chapter address the thesis' first three Research Questions: 
1. What are stakeholder perceptions of the ways in which aspects of the social 
environment influence notions of masculinity and how these impact on men's 
risk of infection and HIV/AIDS transmission in heterosexual marital relationships 
In rural Zambia? 
2. What are the perceptions of local men and women on the interconnections 
between notions of masculinity and gender based violence as a risk factor in 
HIV/AIDS transmission in heterosexual marital relationships in rural Zambia? 
3. What are local men's and women's perceptions in rural Zambia of the social 
and Individual behavioural factors which influence men's decisions on whether 
or not to use condoms as a measure of protection against the risk of HIV/AIDS 
transmission in heterosexual marital relationships? 
First, I discuss the significance of the findings in relation to the major factors that 
influence the social construction of masculinities in the Petauke District. Secondly, I 
discuss the study's findings concerning the social construction of masculinity and HIV 
risk-taking sexual behaviour. Thirdly, I discuss the connections between gendered 
power relations and the risk of HIV/AIDS in marital relationships. incorporating 
discussion of domestic violence, and condom use. 
The remaining three sections address the fourth Research Question informing the 
thesis; 
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4. How can current HIV/AIDS risk prevention strategies be revised and 
developed to enhance men's participation and involvement in reducing the risk 
of HIV transmission in heterosexual marital relationships in rural Zambia? 
In the fourth section I examine the relevance of the study's findings to current health 
promotion practice in an effort to tackle male attitudes and behaviour in relation to 
HIV/AIDS transmission in heterosexual marital relationships in rural Zambia. 
conclude the chapter by drawing out in section five, the implications of these findings 
for health promotion policy and practice, and then finally in section six, the implications 
for future research. 
8.1 Constructing masculinities. 
Drawing on the study participants' perspectives, this study revealed that there is no 
single typical form of masculine identity in Petauke district. Instead, that there are 
multiple versions of masculinities. There is a form of indigenous masculine identity 
based on the traditional cultural constructions of appropriate male attitudes, 
behaviours, beliefs and practices. However, the study showed that notions of what it 
meant to be a man varied and were seen to be shaped by a range of different social 
factors such as the influence of wider contemporary social cultural contexts, 
socialisation processes, peer pressure, religion and modernity. A" of these combined 
in varying degrees in reflecting how society and individuals constructed their 
ideologies of masculinity. 
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It must also be noted that Zambia is a nominally Christian nation. The predominance 
of the Christian faith has meant that many people, particularly in rural communities, as 
evidenced in the demographic profile of the study participants, hold strong Christian 
values and beliefs. This in turn has a profound influence on moralities and on what it 
means to be a man. Most Christian religious beliefs propagate patriarchal social 
relations and also have strong restrictions on non marital sexual relationships. 
However, while men may hold these values in earnest, feedback from male and 
female participants indicated considerable individual variations in adhering to these 
values. 
These empirical findings on the plurality of men's masculinities were in keeping with 
postmodernist conceptions of masculinities, which as the thesis highlighted, argue that 
there are differences among men and the ways in which ideas of masculinity change 
according to time, events and the perspectives of those involved (Connel 1987, 1995; 
Mac an Ghaill 1996; Hearn 1998). Hence notions of masculinity are not limited to 
unitary homogeneous concepts, but are seen as plural, fluid and negotiated in a 
particular space and time. Thus the thesis' theoretical standpoint and empirical 
findings suggest that there is no typical man in the Petauke district. because there is 
no one version of maSCUlinity. Male gender is personified through social interactions 
and is signified by beliefs and behaviour, like being 'hard and strong' and notions of 
what it means to be a man vary across cultures and between individuals. Gender is 
not something we are, but something we 'do' in social interactions and is influenced by 
histOrical, social, and cultural factors, rather than determined by anatomical factors 
(Cannel 1987, 1995; Mac an Ghaill 1996; Hearn 1998). It is not part of a person's 
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essential, 'natural' or 'true' self; it combines many different, even contradictory, 
theories of 'what it means to be male'. 
The thesis also set out how a postmodemist social constructionist perspective 
questions the rules of fixed categories of sex and gender, replacing them by 'floating 
signifiers'. Floating signifiers give no credence to "masculine" or "feminine" 
characteristics stereotypically assigned to sex or gender. Such a theoretical position is 
in opposition to the positivist view that the male sex is signified by male anatomy. In 
the biological approach, sexual anatomy equates with sexual destiny. A biological 
approach equates sexual anatomy with sexual destiny. Anatomy is proof of being a 
man and being a man takes on a universal status, generalisable and immutable. 
Aggression, reason, a need for control, competitiveness, and emotional reticence are 
thought to be 'natural' attributes for a man; and ambiguity is anathema to him. 
Within a social constructionist perspective, this study also argued that the creation of 
masculine identities is not a passive process which locates the individual as a passive 
recipient imprinted upon or socialized by society - but recognizes the individual as a 
subject imbued with agency and knowledge. In doing so it drew on a number of 
studies which have long critiqued the essentialist and deterministic nature of sex role 
socialization theories as being conceptually inadequate in capturing the complexity, 
contradictions and contingencies of masculine identities (Arnot and Weiner 1987, 
Connel 1987). This more complex theorization of gender has shifted discussion from a 
focus simply on the roles that males exhibit, to an understanding of the formation of 
gender identities as relational, multiple and processual. Furthermore, it argues that 
masculine identities are associated with power and can take on dominant, hegemonic, 
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subordinate and marginalized forms, as well as being historically and culturally 
located. 
Male and female participants' feedback highlighted how hegemonic or dominant forms 
of masculinity in Petauke district comprised both traditional and contemporary 
elements, both of which were problematic for safe sex behaviour. In this way the 
study moved beyond the emphasis in much health promotion work in rural Zambia, 
that has focused on the role of traditional cultural practices in the spread of HIV/AIDS. 
This finding challenged the long held explanation that HIV/AIDS is largely spread as a 
result of traditional cultural practices (MoH 2002). As revealed by this analysis, the 
hegemonic form of masculinity was defined by a combination of traditional and 
contemporary notions of physical strength, bravado, independence, authority over 
women and other subordinate men and being able to adequately provide for the family 
as a breadwinner (Connel 1987). Thus hegemonic masculinity is the socially dominant 
form of masculinity in a particular culture within a given historic period. 
PartiCipants reported how traditionally men were naturally considered to be different 
from women because of their physical and natural endowments. This concept of 
masculinity was equally important as men utilised this physical advantage to control 
and carryout tasks such as the manual tilling of the land for agricultural purposes 
and/or herding farm animals for the family. Therefore, the ability to carry out physically 
demanding tasks in the light of limited technologies was an essential affirmation of 
masculinity, and women had to be dependent on men for most labour-intensive tasks. 
This has, in turn, supplied men with authority over the productive resources for the 
families. The combination of men's physical advantage, control of productive 
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resources, coupled with the influence of the kinship system has historically directly and 
indirectly combined to perpetuate male dominance and inequality in gender relations. 
The kinship system legitimizes men's elevated position in decision-making including 
sexual decision-making also (Macwan'gi 1993, Baylies 1995, Wallman 1998). 
These gender roles have invariably fostered unequal gender relationships and 
sustained historically patriarchal social relationships that restrict women's 
opportunities and require them to be under the protection and control of a man. This 
traditional custom of patriarchy has implications for HIV/AIDS risk prevention 
programmes. This is because, as discussed above, unequal gender relationships 
place women in a weaker position regarding sexual decision-making. As such, it is 
usually men, not women who determine when and how often to have sex and whether 
a condom is used. This, in turn, determines both men and women's vulnerability to the 
risk of infection. 
It also became evident from analysis of feedback from male and female participants 
that while the local traditional cultural customs were considered to still have a strong 
influence in shaping and influencing the social construction of masculinity, Petauke 
district like many other rural communities in Zambia, has become a complex society 
characterised by a constant struggle between tradition and the realities and values of 
modern life. The district is at a cultural 'crossroads', characterized by rapid social 
transformation. As such, a number of social factors, such as the influence of the 
media, education, intermarriages and social mobility have given birth to a set of new 
social values. These social values are further characterized by a lack of social 
cohesion and a weakening of traditional forms of community moral control. 
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Therefore, in spite of the considerable influence of the local culture on how men 
constructed their masculinity, the study found that the demand and stresses from the 
poor economic environment and the contraction of the kinship system combined with 
the influence of other contemporary developments and peer pressure have had a 
significant influence in defining 'what it means to be a man' in the Petauke district. For 
instance, the advent of a monetary economy, has led to a contraction of the social 
institutions that fostered a kinship bond that in common with many sub-Saharan 
communities had served as a form of social capital through which men and the local 
tribal communities supported each other. 
Participants' accounts revealed that this has placed men under increased pressure for 
greater individual self-support, self-sufficiency and independence. The emerging 
culture arising from these social changes was that manliness is closely associated 
with individual or personal achievement. 
Based on accounts of participants' perceptions and experience, the form of hegemonic 
masculinity that was aspired to in the Petauke District was currently closely associated 
with the identity of men who migrated to the urban areas in search of employment and 
other economic opportunities. Men who returned from the urban areas with items of 
value were considered as being successful and this influenced the hegemonic 
perceptions and notions of masculinity. 
Participants' accounts also highlighted how these contemporary aspirations have also 
led to some men adopting harmful and negative attitudes and behaviours, including 
alcohol abuse and the pursuit of multiple sexual partners. These attitudes have, in 
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some instances, also led to the domination of women, while simultaneously 
encouraging men to view health-seeking behaviour as a sign of weakness. These 
findings parallel those of other studies, such as De Keijzer's work in Latin America. 
which found that certain contemporary models of hegemonic masculinity have led to 
early deaths among men (De Keijzer 1995). 
In this regard, it becomes necessary for health promotion initiatives to recognize the 
importance of trying to increase men's awareness that they pay a high price for trying 
to live according to the hegemonic model of masculinity, which may not only generate 
uncertainty, and frustration but also health problems. 
Nevertheless, derived from its social constructionist perspective and participants' 
feedback, the thesis also concurs with other studies which have argued that as a 
social construct, the macho culture, associated with masculinities, can be challenged 
and changed. Feedback from participants provided evidence that ideologies of 
masculinity, held by adult men, which place men at the risk of HIVIAIDS infection, can 
be deconstructed. There was a clear indication that, as in evidence from wider sub-
Saharan Africa (Baker and Ricardo 2005), hegemonic notions of masculinity were 
changing in the Petauke district. The dimensions of the AIDS epidemic in Africa, and 
the devastation of families are forcing some men to question gender norms and 
attitudes that were once unquestionable, and have also led some men to question 
elements of masculinity, which include sexual risk taking. 
The study's theoretical standpoint and evidence from participants in Petauke district 
therefore combine to support the proposition that in rural Zambia challenging 
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traditional and contemporary elements of the hegemonic model of masculinity should 
be one of the main tools of health promotion. 
8.2 Masculinity and HIV risky sexual behaviour 
Through analyzing a wide range of further studies, this study has provided evidence of 
a consistent association between the social construction of masculinity and risky 
sexual behaviour. The studies in question have shown that men are frequently the 
decision-makers about whether, and under what conditions women and girls have sex 
(Heise 1999, Jewkes 2002a, Baker and Ricardo 2005). Studies by Foreman (1999), 
PANOS (2001), UNAIDS (2003), have shown that it is usually men who decide on the 
number of and variety of sexual relationships. Men also tend to make decisions on the 
frequency of sexual activity and it is often men who decide whether to use a condom 
or other means of protection against the risk of infection. Although men's sexuality and 
intimate relationships vary from culture to culture, it is common that allover the world, 
men generally have more sexual partners than women. This is in part because of the 
patriarchal advantage that men utilize in both the public and private spheres of life. As 
men's sexuality and relationships may also be associated with power, men may have 
multiple sexual partners as a means to enhance their masculine identity. ThiS 
phenomenon is combined with a further attribute associated with the social 
construction of masculinity: risk-taking. (IPPF 1998, UNAIDS 2003). 
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Feedback from both male and female participants in the Petauke district, confirmed 
that, as in other societies, men have tended to have multiple sexual partners out of the 
desire for fun, adventure, as a reflection of manliness or merely a tendency towards 
risk-taking. 
This image of male sexuality has exposed many men to a greater risk of infection and 
the transmission of the virus that causes AI DS. This is because, as argued in chapter 
3, the more sexual partners an individual has, especially if a condom is not used, the 
more likely it is that they become infected with HIV/AIDS and pass on the virus to 
women. As such, men who have multiple partners stand a much higher chance of 
bringing an infection into a marital relationship. Furthermore, the thesis provided 
evidence that in many locations in Zambia contemporary notions of masculinity ensure 
that men occupy an elevated status in gender relations and sexual decision-making 
within marital relationships. 
In relation to male risk of HIV/AIDS infection, this study found that men having multiple 
sexual partners played a significant role in enhancing the likelihood of HIV/AIDS 
infection and transmission. While sexual networking was reported to be much lower 
amongst older adult married men, it was reported to be much higher amongst single 
males. Participants in this study described the risk of infection associated with local 
sexual networks as involving both men and women having a sexual relationship with 
persons from areas which had higher HIV/AIDS prevalence rates. In particular, young 
women in Petauke were said to be lured into a sexual relationship by business men 
from the urban areas. In Zambia, urban areas are known to have a higher HIV/AIDS 
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prevalence rate. Once infected, these young women passed on the infection to their 
local sexual partners and boyfriends, who in tum passed on the infection to other 
sexual partners. This para"els Bujra's work (2000b) in rural Tanzania where local girls 
were exposed to the risk of infection by having sexual relationships with truck drivers 
and businessmen who had the potential for having multiple sexual partners and thus a 
higher risk of infection. These young women in tum had a sexual relationship with their 
local boyfriends some of whom were married and thus these sexual networks had the 
high potential of spreading the HIV/AIDS infection within a local community. At another 
level, in Petauke the lack of recreational facilities, sports and social amenities within 
the district was identified as leading men to spending time with their friends in different 
social settings where they engaged in drinking alcohol. 
This study has further revealed that male attitudes towards risk-taking extends to the 
use of condoms. Participants' experience in Petauke district is consistent with the 
pattem reported in other studies, cited in the thesis that it is often men who decide 
when and with whom to have sex and whether to use condoms. This leaves many 
women with little or no control over their potential exposure to HIV. Some men may 
consider using condoms as ·unmasculine'. In some settings, the notion of masculinity 
is also associated with an ideal of unprotected sex as more pleasurable, often with 
numerous partners. (McPhail and Campbell 2001). This finding has also been 
associated with older men seeking-out young women and girls as sexual partners, 
where they do not use condoms because they believe that young women are less 
likely to be infected. However, this perpetuates the chain of transmission of HIV from 
older men to younger women, who in tum, may infect younger men and reinforce 
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norms of women as sexual objects to satisfy male desire (Baker and Ricardo 2005). 
The Zambian Sexual and Behaviour Survey (2002), which found that men tended to 
have more sexual partners than women. In relation to HIV/AIDS research Foreman 
(1999), in an overview of men and HIV/AIDS in Zambia, found that the importance of 
male sexuality in affirming their masculinity was inculcated into men as they grew up. 
In this study, this point was specifically evidenced by boys who boasted about their 
sexual conquests. Similarly, in a study amongst the Goba people in the Southern 
Province of Zambia, Ndubani (1998) found that young men attached great importance 
to their sexuality, as an essential affirmation of masculinity. 
For this reason, outreach and educational efforts need to take into account the 
multiple and complex perspectives on condoms use, as well as an analysis of how 
situational realities determine knowledge, understanding and practice of various 
prevention methods. 
This study has further highlighted how one of the factors associated with male sexual 
risk-taking behaviour is male abuse of alcohol. Feedback on this issue from 
participants concurred with findings from more extensive studies on this specific issue. 
For example, Avins (1994) observed that a history of heavy alcohol use is also 
correlated with a lifetime tendency toward high-risk sexual behaviours, including 
multiple sex partners, unprotected intercourse, sex with high-risk partners (e.g., 
commercial sex workers), and the exchange of sex for money. There may be many 
reasons for this association. For example, it has been observed that alcohol can act 
directly on the brain to reduce inhibitions and diminish risk perception (MacDonald et 
al 2000, Cooper. 2002). However, Cooper (2002) has argued that people who strongly 
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believe that alcohol enhances sexual arousal and performance are more likely to 
practice risky sex after drinking. Indeed, some male participants in this study reported 
that after excessive drinking they engaged in casual sexual relationships with 
commercial sex-workers. Some participants went on to explain that this was because 
of a lowered sense of judgement about their potential risk. Understandably therefore. 
Petry (1999) has observed that people with alcohol problems are more likely than the 
general population to contract HIV. 
Dermen et al (1998) has similarly observed that some people report deliberately using 
alcohol during a sexual encounter to provide an excuse for socially unacceptable 
behaviour, or to reduce their conscious awareness of risk. Furthermore, a study by 
Gordon and Gordon (1996) found that participants from an experimental study on the 
effects of alcohol on perceptions of sexual risk-reduction showed that men who took 
alcohol tended to report more negative attitudes towards condoms and lower self 
efficacy in initiating condom use. 
Finally, participants from Petauke emphasised the close connection between migration 
and risky behaviours increasing the chances of HIV/AIDS infection. Many men travel 
far from their home in Petauke either to sell agricultural produce or migrate into urban 
areas in search of employment. While away from home some men engaged in sex 
withmultiple sexual partners. Some attributed this to the need for company and 
companionship. The problem of migration as a catalyst in the spread of HIV/AIDS in 
rural areas has long been established in many countries (Brummer 2002). This 
observation is consistent with an acknowledged concern in sub-Saharan African 
countries where population mobility, specifically, the movement of people from the 
rural areas into the urban areas and vice versa, has long been established as a 
306 
significant contributory factor in the spread of the HIV/AIDS epidemic (Boogarts and 
May 1989, Brummer 2002). Another observation made by Brummer (2002), is that 
migrants experience many problems living in new environments, which may influence 
their mental and physical health. High-risk behaviour such as sex with multiple sexual 
partners may be a result of alienation, loneliness and being separated from family and 
regular partners and the breakdown of traditional family units. The significance of this 
finding is that, while this study reveals highlights how migration is considered to play 
an important role in the spread of the epidemic in rural communities, there have been 
very few well-designed epidemiological studies documenting the relationships 
between migration and the transmission of HIV/AIDS. More importantly, even at this 
late stage of the HIV/AIDS epidemic in Zambia, there is a lack of interventions, which 
attempt specifically to reduce transmission among migrants and their rural or urban 
partners. 
Notwithstanding male risk taking sexual behaviour, this thesis clearly suggests that 
notions of appropriate masculinities are changing in Petauke district and that there is 
the potential for changes in sexual behaviour amongst men. This is because of high 
levels of awareness and perception of the personal risk of infection and the impact that 
the epidemic is having on families. These concerns are coupled with the trauma that 
many orphaned children suffer because of the epidemic and the possibility that 
HIV/AIDS may wipe-out an entire generation in small rural communities. As this study 
has shown, this is forcing some men to question gender role norms and attitudes that 
encourage HIV/AIDS risk-taking behaviour. 
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These findings provide evidence that it is important for health promotion efforts to 
encourage men to engage in open discussion about their views of risk-taking 
behaviour, sexuality and their sexual health, as well as their overall emotional and 
physical well being, and that growing numbers of men may be amenable to this. Men 
must also be encouraged to be supportive of one another and of their loved ones. All 
men, especially men at risk of HIV, need the support of their families as they challenge 
their own sexual attitudes and riSk-taking behaviours. This is also necessary because, 
as discussed earlier, men are often reluctant to acknowledge a health problem and 
seek help. Men often see themselves as invulnerable to illness or risks and may 
ignore or delay seeking help when ill. Moreover, some men believe it is not "manly" to 
worry about risky behaviours or to use condoms. 
I conclude therefore that a further important health promotion strategy for reducing 
male sexual risk taking behaviour is that health promotion messages and initiatives 
endeavour to deconstruct the harmful ideologies and values associated with 
masculinity that sustain sexual risk taking behaviour. 
8.3 HIV/AIDS In marriages. 
Evidence from secondary studies analysed in this thesis, together with its empirical 
findings from Petauke district converge to show that the risk of HIV/AIDS in marriages 
is associated with unequal gender relationships where men have a more influential 
role in sexual decision-making. Participants' accounts suggested that men were more 
likely to bring an infection into a marital relationship and transmit the infection to 
women through acts of unprotected intercourse than vice versa. This was because 
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men were more likely to engage in risky sexual practices through having multiple sex 
partners and not using condoms. This finding is similar to that found in studies of 
several different locations in Zambia, and is against the backdrop that men are ideally 
seen as heads of household and the ultimate decision-makers in marital relationships 
(Macwan'gi et al 1994, Sulwe 2002). Men are also seen, in traditional, rural 
communities to have control over productive resources and breadwinners in families. 
This has, in turn, limited women's opportunities and required them to be under the 
protection and control of a man. As discussed in chapter 5, this finding can also be 
generalised to many societies at sub-Saharan Africa level, where for reasons of 
economy and custom, men occupy an enhanced social position in both the public and 
private spheres. In many sub-Saharan African countries the social factors that sustain 
unequal gender relations span a whole spectrum from cultural practices, and beliefs, 
to political and low legal, economic and educational status. 
Philips and Green (1993) argue that in most sub-Saharan African countries cultural 
norms may be the main determinant which influences sexual and reproductive health 
intentions. These cultural norms are expressed through the influence of the family and 
kinship as pressure on women to adhere to cultural standards. Cultural practices such 
as dowry may further diminish the sexual and reproductive health autonomy of the 
woman by having her preferences subordinated to the interests of the family. The 
thesis set out how it is customary and common, in many typically traditional societies 
in sub-Saharan Africa, that women be subservient to their husbands (Obbo 1980, 
Ankrah 1993, Caldwell 2000, Jewkes 2002b). The same male dominance when 
applied in marriages has been found to inhibit girls and women's ability for sexual 
negotiation. This has led to men having a greater influence on sexual decision-making 
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in marital relationships. Researchers such as 8aylies (1995), Fleischman (2002) in 
Zambia have reported unequal gender relations in marital relations which grant men 
an influential position in sexual decision-making in marriages. For example, a wife is 
traditionally expected to submit to her husband's sexual demands. Culturally, a 
married woman is deemed to have consented to sex, for instance, depending on local 
culture when a man pays a dowry for his bride, it may be assumed that he has paid for 
the sexual rights over his wife (CAFS 2004). 
In terms of gender roles, the status of many women in developing countries is low. 
Most women are poor and powerless and as a result, there are unequal power 
relationships that are played out in sexual encounters. This is sustained by social 
support for men to fulfill their sexual needs and desires as they wish. This was not only 
reflected in wider stUdies discussed in detail in chapter 3, but in the detailed accounts 
of participants in our study. This makes it difficult for women to negotiate sexual 
relationships. This often leads to a situation in which women are unable to take full 
control of their sexual and reproductive lives in such areas as choosing a partner, how 
and when to have sex, using contraceptives, protecting themselves against STD's/HIV 
and avoiding coercion. 
This thesis has also highlighted how poverty causes many women in developing 
countries to compromise their sexual and reproductive rights. This is particularly 
evident in situations where women lack the ability for economic self-support. Germain 
and Kyte (1995) has pointed out that poverty has a strong influence on sexual and 
reproductive motives, and this makes poor people prone to high-risk sexual and 
reproductive behaviour. This view has, for instance, also been supported by Panos 
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(2000) who observed that because of the severe economic hardship that women in 
developing countries are confronted with; they cannot effectively negotiate their desire 
in sexual relationships or insist on safe sex for fear of losing an important source of 
financial support. Watts et al (1995) report that the low status of women means that 
they have little power to take control over their sexual and reproductive decisions. The 
lack of confidence in the future and control over circumstances makes them 
dependent on their spouses. This was played out in Petauke district, where because 
of male economic migration to urban areas, women out-numbered men. This has 
compelled some women to enter into polygamous marriage or temporary unions and 
to bear children in order to increase the bond with their male partners. 
This thesis has further highlighted how the dangers of economic dependence are 
more acute for women who have never had a chance to develop skills needed to earn 
a living, including many who marry early and later face breakdowns in their marriages. 
This is also associated with the lack of education among the female population. The 
educational profile of female participants in Petauke reflected the wider situation in 
Zambia and developing countries more generally that there are large numbers of 
women with little or no education. The lack of education denies women the necessary 
knowledge and confidence for individual self-support. In terms of sex education, some 
traditional initiation ceremonies encourage young women to be submissive to their 
husband's sexual demands. 
8.3.1 Masculinity, gender based violence and HIV/AIDS. 
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This study adopted the definition of gender-based violence as defined by the United 
Nations Population Fund, "Violence involving men and women in which the female is 
usually the victim and which is derived from unequal power relations between men 
and women" (IPPF 2000). As in many societies, men emerged as predominantly the 
perpetrators of the violence in a marital relationship. 
It found that domestic violence was a common phenomenon in many marital 
relationships in the Petauke district. While most male participants acknowledged that it 
was not appropriate to use violence against female partners, its occurrence was said 
to be frequent. Many male and female participants reported that the occurrence of 
violence was associated with anger and alcohol use (as discussed above). At the 
same time, echoing a theme in studies worldwide, many male participants in the study 
justified their violence by holding women accountable for provoking it, due to women's 
infidelity and pestering. 
In this study, men tended to report the incidence of domestic violence as occurring 
less frequently than women did. One explanation for this could be that its incidence 
was seen as a sign of male weakness. However, women indicated that it was common 
in many households. Another significant observation on both individual interviews with 
male participants, and focus group discussions with women was that virtually none of 
the participants spoke about their personal experience with domestic violence. This 
suggests that powerful taboos still surround the subject. 
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The situation in Petauke reflected the nature of domestic violence as a universal 
phenomenon. In almost all societies, men are the main perpetrators of violence (Wor1d 
Bank 2000). As set out in this thesis, there is now evidence that domestic violence can 
be associated with the risk of HIV/AIDS infection. The international conference of 
Population and Development (ICPD 1995) has argued that violence against women 
and more specifically, rape and sexual coercion are widespread, and a rising number 
of women are at the risk of AIDS and sexually transmitted diseases as a result of this. 
It is reasonable to consider that there are interconnections between domestic violence 
and the risk of HIV/AIDS in marital relationships. This is because women may be 
unable to negotiate safe sex, even when they know that their partners are/were having 
an extra marital sexual relationship, for fear of violence. Previous studies, in South 
Africa (e.g. Jewkes 2003) have specifically focused attention on the interconnections 
between domestic violence in intimate partner relationships and have found that 
domestic violence can have a major impact on the reproductive and sexual health of 
women often resulting in ill health. This is because female victims of domestic violence 
are less likely to negotiate safe sex and this might result in forced or coercive sexual 
relationships. Men who were violent and abusive towards women were more likely to 
be infected with HIV because of other aspects of their behaviour such as having 
multiple sexual partners. in addition observed that women who had experienced 
intimate partner violence were also more likely to report several forms of HIV risk 
behaviour. 
Hence collecting information to better understand the connection between domestic 
violence and human sexual behaviour and gender relations is considered to be of vital 
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importance to improving reproductive health and to achieving reproductive rights. In 
more specific terms sexual violence in the form of forced or coercive sexual 
intercourse with an infected partner may increase a woman's risk of HIV/AIDS STD 
infection (Maman et al 2000) 
Furthermore, as discussed in this thesis, violence and coercive practices limit an 
individual's capacity for autonomous action and self protection against unwanted 
sexual intercourse, pregnancy and HIV/AIDS (Wood and Jewkes 1987) Rape and 
coercive sex can lead to unwanted pregnancy, HIV/AIDS, chronic pelvic pain, infertility 
and several severe sexual problems (Jewkes 2000b). Domestic violence during 
pregnancy is detrimental for the health of the mother and fetus. It may lead to 
pregnancy loss, infant mortality, maternal mortality, smoking and substance abuse in 
pregnancy, urinary tract infections (Satin et al 1992), low birth weight and delayed 
entry into prenatal care (Parker 2000). In some settings, the use of violence to 
discipline women is reinforced by local traditions such as bride price. Leye (2001) has 
identified that in many cultures in sub-Saharan Africa, bride price is usually a source of 
violence in marital relationships. This is presumably due to the social norm of male 
ownership of the woman and the female duty that it perpetuates. 
Analysis of domestic violence in Petauke District in marital relationships, drawn from 
male and female participants' accounts revealed that one of the key reasons for 
domestic violence was the dominant roles that men occupied in marital relationships. 
For instance, the relatively poor current social economic environment, together with 
cultural practices and norms, sustained by a kinship system. favoured men controlling 
productive resources for the family in marital relationships. This fostered an unequal 
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balance of power, which in tum supplied men with the ability to influence and 
determine the reproductive health and risk of infection of women in marital 
relationships, through having a much stronger influence on sexual decision-making. 
In turn, women feared challenging their husbands because the breakdown of the 
marriage could lead to social and economic losses. In the face of this inequality, many 
women had little or no control over sexual decisions in marital relationships. 
Due to methodological limitations, and reluctance of participants to be specific, 
empirical findings from this study were unable to provide direct evidence of a 
correlation between domestic violence and the risk of HIV/AIDS. However, based on 
the substantial incidence of domestic violence reported by women in Petauke, in the 
context of evidence from secondary studies, it is reasonable to infer that women in 
marital relationships in Petauke face a high risk of HIV/AIDS transmission from their 
husbands. It is therefore important to include a focus on this subject in HIV/AIDS risk 
prevention efforts in rural communities. Moreover, while the study indicates a possible 
association between domestic violence and the risk of HIV/AIDS, there was a distinct 
lack of health promotion programme activities addressing this mode of transmission. 
Further, since men predominantly perpetrate gender-based violence, there is a 
fundamental requirement to increase awareness amongst men themselves on the 
interconnections between domestic violence and the risk of HIV/AIDS. 
8.3.2 Condom use In marriages. 
A social constructionist perspective has facilitated a comprehensive reading in the 
thesis, of the complex male and female assumptions and interactions informing the 
subject of condom use in marriage. As participants' responses have shown, the 
question of condom use in marriage cannot be divorced from unequal gendered 
marital relations and the constraints women experience as a result of domestic 
violence. Nevertheless, analysis of secondary studies, together with accounts of 
individual male and female experience in Petauke, show how a series of further 
constraints characterize or rather, thwart, condom use in marriage. 
Findings from secondary studies and fieldwork in Petauke indicate that Tmale use of 
condoms in marital relationships is minimal and fraught with a number of limitations in 
rural Zambia. While the use of condoms has generally been on the increase in Zambia 
among single, sexually active population groups, marriage remains the relationship 
with the least-documented condom use. Men have been found not to use condoms in 
marital relationships because of the association that condoms have with multiple 
partners and prostitution. A Sexual and Behaviour Study (CSOZ 2000) found that men 
in Zambia are more willing to use condoms with sex-workers or with casual girlfriends, 
an attitude that often makes sense in terms of reducing their risk of infection. Men are 
also less likely to use condoms with a steady girlfriend because they trust that these 
partners will not pass on infection to them. 
The study also found that women may want to use condoms, but this is dependent on 
their partner's willingness. A number of women also think that in a long-term 
relationship they can stop using a condom because they perceive they are not at risk. 
The desire to have children also militates against the use of a condom within a long-
term partnership. This difficulty is further compounded by the fact that female condoms 
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are much less available than male ones, but even if women can access them their 
consistent use may still depend on the man's consent. It found too, that a woman may 
even be assaulted if she demanded the use of a condom even in the context of her 
husband's HIV/STI status. 
Denominational influences also have a bearing on the issue. Some men and women 
are also restricted in using the condom because of their belonging to the Roman 
Catholic Church. The church has a policy restricting the use of condoms as sexual 
relations in marital relations are perceived to be for procreation only. The use of a 
condom is thus considered as being counter to the church doctrine. 
This thesis found that participants' feedback suggested that young and unmarried men 
were more likely than older men and married men to use condoms. The stated 
reasons for failure to use condoms range from embarrassment at buying them to a 
belief that they reduce sensitivity and pleasure. Moreover, condoms were associated 
not only with the prevention of sexually transmitted disease but also with 
contraception, and accounts indicated that many heterosexual men believe that 
condoms are unnecessary if their partner is using a contraceptive such as the pill. In 
addition to this, many men who do use condoms regularly have sex without one on 
some occasions. Male resistance to condom use also lies in the association with 
multiple partners and prostitution. A request to use a condom in a marital relationship 
can be interpreted as indicating that a man has been unfaithful or had acquired an STI 
or HIV/AIDS infection. 
317 
Furthermore, as reported in this thesis,the use of condoms in rural communities has 
been found to conflict with the desirability of having children. In many Zambian rural 
communities children are valued because they provide a level of social support for 
parents in old age. Since condoms are a barrier method and prevent conception this 
has presented difficulties for their use. 
These findings, specifically on condom use present a complex challenge to health 
promotion for HIV/AIDS risk-prevention. Enlisting the desire to use condoms 
effectively in marriage remains elusive. The most practical solution might be to 
promote methods such as virucides, employed by women,which allow conception 
whilst destroying HIV and other agents of sexually transmitted diseases (STD's) (Elise 
and Heise 1993). However since these methods remain difficult to obtain, emphasis 
still needs to be placed on strategies for condom use. This study shows that such a 
strategy needs to address complex socially constructed factors inhibiting both male 
and female motivation, to have a greater chance of success. 
8.4 Health promotion: Men and HIVlAlDS. 
This study found that there were a variety of approaches being used to provide 
education and awareness of the risk of HIV/AIDS infection and transmission in 
Petauke district. These include public address meetings, drama and a limited 
coverage of home visits by the PPAZ community-based workers. It also reported in 
both the individual interviews and focus group discussions that a number of 
Government departments. church organisations and NGO's are working in the 
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communities, providing HIV/AIDS awareness and education. The efforts place 
emphasis on promotion of condom use, abstinence and being faithful to a sexual 
partner. This approach has had a universal appeal and constitutes the main strategy 
for risk prevention in many sub-Saharan African countries. However, this study has 
shown that this approach to HIV/AIDS risk prevention has been criticised because it 
reduces the risk of infection to a question of individual action alone. This study's 
empirical findings also endorse the position of analysts such as Freudenthal (2001) 
who argue that sexual behaviour and the risk of HIV/AIDS is more complex and 
cannot entirely be attributed to individual action; and Shelton et al (2004), who 
discuss how the 'ABC' approach to reducing the risk of infection is debatable because 
many women are unable to negotiate relationships based on abstinence, faithfulness 
or condom use. Shelton et al further point out that the enduring contribution of gender 
inequalities, including economic inequality and gender violence, playa critical role in 
enhancing women's vulnerability to the risk of infection. 
In relation to the social construction of masculinity and the risk of HIV/AIDS infection 
Itransmission, this study found that the participants' accounts indicated that the spread 
of HIV through sexual intercourse in the Petauke district was determined by a complex 
interplay of a variety of social factors. As discussed above, these included the 
influence of the wider social economic context, cultural beliefs, attitudes and practices. 
The analysis further highlights the finding that male sexual behaviour is inextricably 
tied up with male social and cultural expectations and the influence of hegemonic 
masculinity. 
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In the light of this complexity, the best option to reduce the risk of infection could be 
through the distribution of a vaccine or availability of a cure for HIV/AIDS, but because 
a vaccine or a cure for HIV/AIDS is not expected to be available in the near future, 
efforts to reduce the spread of infection and impact of HIV/AIDS continue to rely on 
changing high risk sexual behaviour. 
Notwithstanding the difficulty of achieving this, there is no doubt that current and 
existing health promotion initiatives have achieved significant results in containing the 
spread of the epidemic. However, this study has argued that In order to further 
enhance these efforts, health promotion aiming at male involvement and participation 
in HIV/AIDS risk prevention needs to incorporate strategies that take into account 
emerging theories concerning the social construction of masculinity. 
As this study has shown, currently there is a risk that health promotion efforts may be 
concentrated on restrictive definitions of masculinity which do not take into account the 
complexities and plurality of masculinities. This is seen in the community-based 
efforts, which have relied on a mass mobilisation of community members for social 
change (PPAZ 2000). These efforts have seldom recognised the complex social 
issues of gender and the power relationships instilled in gender relationships. This 
approach takes a stereotypical view of the expectations of male behaviour, without 
taking into account the diversity and heterogeneity of masculine identities and the 
power structures that imbue male: female relationships. Taking such issues into 
account into account will enable health promotion practitioners to see more clearly 
context-specific risk factors and how best to address them. To this effect health 
promotion efforts should be based on a thorough contextual analysis of sexuality and 
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behaviour and how this affects specific groups of men, as reflected in the case study 
of Petauke district .. 
Seeking to understand the complexities of gender and how masculinities are socially 
constructed, can help health promotion initiatives to understand how interactions 
between individuals and their wider social environment contribute to HIVIAIDS sexual 
risk-taking. In so doing, this can provide an opportunity for men to reflect upon the 
gendered nature of their social relationships with women and can further offer 
opportunities to promote change that can be closely linked to the specific social 
contexts. This approach further offers the possibility of creating new models and 
identities for men that will enable and encourage greater participation in HIV/AIDS risk 
prevention. 
As Greg et al (2000) have argued, quoting from a UNAIDS report:: 
"Challenging harmful concepts of masculinity and changing many commonly 
held attitudes and behaviours, including the way adult men look at risk and 
sexuality and how boys are socialised to become men, must be part of the 
efforts to curb the AIDS epidemic. Broadly speaking, men are expected to be 
physically strong, emotionally robust, daring and virile. Some of these 
expectations translate into attitudes and behaviour that endanger the health 
and well being of men and their sexual partners with the advent of AIDS· (Greg 
et al 2000:23) 
In this context and in line with a number of social scientists, this thesis has highlighted , 
how in order for HIV/AIDS risk prevention efforts to be effective, it is imperative to 
investigate individual behaviour as guided by shared cultures and the social, political 
and economic contexts within which the AIDS epidemic is occurring (Ankrah 1993, 
Schoepf 1995, Farmer 1997). However, in relation to the social construction of 
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masculinity and the risk of HIV/AIDS transmission in marital relationships, this study 
found that there were no specific health promotion activities being carried out in 
Zambia to address the social factors that enhance men's risk of infection or HIV/AIDS 
transmission in marital relationships. At the same time, even though specific aspects 
of men's sexual behaviour have been identified as enhancing the risk of HIV 
transmission, programmes to date have not attempted to challenge any of the 
contextual determinants of this behaviour. Instead, the emphasis of many programmes 
has been primarily on simply emphasizing condom use and education on the biology 
of HIV/AIDS (Gupta, 2000a). 
The thesis has also set out evidence that men and women who are economically 
disadvantaged are less likely to have information about HIV/AIDS than those from 
higher income levels and are therefore more vulnerable to infection. Similarly, women 
and men who are economically vulnerable are less able to negotiate the use of a 
condom or fidelity with a non monogamous partner and less likely to leave 
relationships that they perceive to be risky because they lack the bargaining power 
and fear abandonment and destitution (Gupta 2000a, 2000b; Heise 1998). 
In the light of these findings, for health promotion to effectively address the rapid 
spread of infections in rural Zambian districts, this thesis argues for a more holistic 
approach to the societal factors that contribute to the spread of the epidemic. Noting 
the poor social and economic situation in Zambia, the ability to address some of the 
societal factors that shape and influence men's sexual behaviour and the risk of 
HIV/AIDS will remain daunting. This is because interventions to address some of 
these factors will be outside the traditional sphere of public health and will require 
,"" -.. ~
investment in infrastructure development and collaboration across multiple sectors of 
society (Sumartojo 2000a, 2000b). For instance, reducing the levels of poverty in 
areas of the country which have been associated with the spread of the epidemic 
requires massive investment in all sectors of human development (Kelly 2005). At 
another level, this might require the involvement of the Government, including 
changes in laws and policies, increased health and education services for populations 
at risk and changes in funding priOrities. This will also require the involvement and 
participation of service organisations, business, and workforce organisations. 
Although the best option for reducing the risk of infection would be a vaccine or cure 
for HIV/AIDS, this is not expected to be available in the near future, efforts to reduce 
the spread of and impact of HIV/AIDS still need to be geared towards changing high 
risk behaviour. Based on this analysis, this might be best achieved through health 
promotion efforts that are supported by a contextual analysis of sexual behaviour 
hence the need for a community-based approach. 
The following three project initiatives constitute examples of approaches that embody 
awareness of such issues. The relative economy of resources they require, and the 
pre-existence of health promotion networks in rural Zambian communities suggest that 
it is feasible to translate similar projects to Zambia. 
1) The Mexican affiliate to the International Planned Parenthood Federation has 
started focusing on publicizing possible attributes of new forms of masculinity as a 
response to macho hegemonic models of masculinity. Materials concerning new 
perspectives about 'what it means be a man' are being created and disseminated. 
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which incorporate the expression of affection and emotionality in men and participation 
in activities that are traditionally viewed as women's domain, for example child and 
household responsibilities. 
In relation to domestic violence and the risk of HIV infection, there are a number of 
programmes internationally that are working directly with men, while most initiatives 
addressing domestic violence have previously targeted women. Wood and Jewkes 
(1987) have argued that the focus should be widened to consider male involvement in 
raising awareness of the negative impact of domestic violence. They continue by 
saying that by neglecting to work with men and concentrating solely on providing crisis 
support for female victims through counselling, giving shelter or help with court 
interdicts, programmes thereby unwittingly promote the idea that violence is only a 
women's issue. 
In an analysis of project interventions Leye (2001), describes the '5 in 6' project, in 
Cape Town, South Africa, as aiming to prevent violence against women and which has 
the innovative approach of helping women and involving men. The starting point is the 
assumption that although 1 in 6 women are victims of violence in South Africa, the 
majority of men do not abuse their partners. Hence the '5 in 6' project decided to work 
with these men, instead of focusing resources on programmes that target perpetrators 
of violence. The '5 in 6' project involves both men and women from the community in 
fighting domestic violence or other community problems, through a grassroots social 
movement that consists of the Daily Saving System (DSS) and an initiative called the 
Rolling Mass Action. The cornerstone of this double approach is that '5 in 6' believe 
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that women stay in abusive relationships mainly for economic reasons. These 
women's lives are characterised by fear due to abuse in their homes and in the wider 
communities. 
2) The DSS collects money from the community in order to give small loans to the 
same community: every day seven days a week, women leaders collect money from 
the women in each community. The women give what they can on a voluntary basis. 
The amounts are then recorded in a ledger system, for each individual and for each 
community. Women have direct and immediate access to the money on a daily basis: 
they can use it for finding alternative housing, for starting a small business, for 
accessing a course of skills development, for their children's education or simply for 
buying food. The loans give women a chance to leave abusive relationships. As the 
leaders collect money they can speak with all the people in the community on a daily 
basis. This brings many private issues and secrets like domestic violence and rape out 
into the open. Later, when the leaders meet to record the savings, they often sit and 
speak to one another. This helps to identify common problems and to work together to 
develop effective solutions. In this way, the shared savings unite women and the 
community for a more effective approach to problem-solving as opposed to waiting for 
government intervention, police and court and protection. 
3) The 'Rolling Mass Action' focuses on men who are not abusing their partners, also 
through a workshop programme. The goal of the workshop is to raise awareness and 
to mobilise men to take action and solve the problems they face at home and in the 
wider community, by small projects and short-term action plans. These problems can 
be domestic violence, rape, HIV/AIDS and crime. In the workshop, attitudes and 
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beliefs that support current ideas about manhood are challenged. After the workshop, 
the men who attended continue to gather with friends or men who live in the same 
community and they either repeat the workshop process or implement solutions 
identified by the groups. This process creates a multiplier effect by identifying and 
involving other 'good' men in the community. 'Good' men are personally identified, 
starting with one good man in the community, who then identifies other 'good' men in 
the neighborhood. Records are kept of men who want to get involved which allows 
building a network and that enables the '5 in 6' to mobilise these men in community 
events, petitions and matches. The 5 in 6 project has grown to a point where it now 
has a database of 50,000 men all over South Africa. This database allows 5 in 6 to 
collect baseline information upon which the intervention initiatives are based. Once 
this 'Rolling Mass Action' has started the women are then encouraged to start their 
daily saving scheme. In this way, men and women at grassroots level work together 
and a social movement is created to address some of the problems that both men and 
women are faced with Leye (2001). 
According to Leye (2001), these project initiatives have given women power and 
confidence and together with men's involvement in the mass enrolment. it has 
changed whole communities and reduced the levels of violence in the communities. 
These examples show how community based interventions that embody the possibility 
of deconstructing dominant features of masculinity, in line with this thesis' core 
analysis can draw on the effective participation of both men and women. 
8.5 Implications for health promotion policy and practice. 
8.5.1. Antiretrovlral drugs: as yet a partial solution 
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In the absence of a cure and or vaccine against HIV/AIDS and in view of the tragic 
severity of the epidemic of many households, the Zambian Government in 2002 
embarked on a programme to provide Antiretroviral drugs to people living with 
HIV/AIDS (Zambia National HIV/AIDS/STDITB Council 2000). Antiretroviral drugs also 
commonly known as (ARVs) significantly delay the progression of HIV to AIDS and 
allow people living with HIV to live relatively normal, healthy lives (Hubley 2002, 
Jackson 2002, and Panos 2001). 
The Government's national antiretroviral therapy programme began in 2002 with two 
pilot sites at the University Teaching Hospital ad Ndola Central Hospital. By July 2004, 
74 health facilities in Zambia were offering antiretroviral therapy including central, 
provincial and district hospitals, health centers and private clinics. These were 
expected to increase to 397 by the end of 2005 encompassing all central and 
provincial district hospitals and a third of all health centers. By end of 2009, it is 
proposed that all hospitals and health centers in Zambia will be providing antiretroviral 
therapy (WHO 2004). 
While the Government has demonstrated its commitment to provisioning these 
medicines, there are still a number of impediments to this provision of ARVs. This is 
largely because distributing these drugs requires money, a well structured health 
system and a sufficient supply of healthcare workers (Banda et al 2004, Ginwalla et al 
2004). Zambia is lacking in these areas and the health care system is already 
overwhelmed with the increasing number of people requiring treatment. Already many 
thousands of people in the country are not receiving treatment for opportunistic 
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infections which affect people whose immune systems have been weakened by HIV 
infection. 
At the district level there is evidence that the antiretroviral drug programme has greatly 
enhanced the quality of life of many people receiving treatment (Banda 2002, IMF 
2005). The large scale distribution of these drugs is however hampered at the district 
level by the poor healthcare infrastructure and a shortage of medical professionals that 
are able to administer the drugs (Ginwalla et al 2004). Another major challenge is 
ensuring that drugs are continuously supplied to these areas. This is particularly 
important because once a person starts to take ARV's they have to take them for the 
rest of their life. If for instance, their local hospital runs out of ARV's, the interruption 
that this causes in their treatment could result in them becoming resistant to the drugs 
(Banda, 2002). 
In view of the limitations that the Antiretroviral drugs programme is faced with in 
mitigating the social and health impact of the HIV/ADS epidemic, Health promotion 
activities suggested there still remains a key opportunity for behaviour change in 
minimizing the risk of infection spread. 
8.5.2 Approaches based on study findings 
This study has recognized that there are many different strategic approaches that can 
be utilised to promote and foster male participation in HIV/AIDS risk prevention efforts. 
Nevertheless, drawing together the main theoretical and empirical strands of its 
analysis it proposes that health promotion policy and practice needs, on a community 
basis, to be characterised by the following stadpoints if it is to raise men's critical 
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consciousness concerning their role in the HIV/AIDS equation, and address HIV/AIDS 
transmission in marriage in rural Zambia, more effectively .. 
1) Recognition that masculinity comprises a complex process of social 
construction, resulting in varied values and beliefs that underlie men's 
behaviour. It is not an homogenous set of characteristics shared by all men. 
2) The assemblage of meanings and behaviours which constitute masculinity are 
derived from values, norms and prescriptions current within a particular culture 
and locality. 
3) Awareness that masculinity results from such a socially constructed process 
means that health promotion can work towards deconstructing some of the 
harmful notions of masculinity that enhance the risk of HIV/AIDS. For such an 
approach emphasizes that the sexual behaviour available to both men and 
women can, in the light of the tragic consequences of the epidemic be re-
evaluated and diversified. Of course such a process would take time to 
happen, but social constructionist perspectives open up opportunities for and 
possibilities of transformation, and the issue of men and women's responsibility 
for their own sexuality. 
As pointed out in Chapter five this approach to addressing the risk of HIV is what the 
UNAIDS describe as value transformation (Rice 1996). This is a process through 
which individuals and communities critically reflect on the content of their indigenous 
knowledge in relation to their human and sexual rights and transmission of HIV/AIDS. 
This process of intervention will entail bringing together groups of married men and 
women in the community to to critically analyse the process of the risk of infection and 
the impact of HIVAIDS on a family. 
It draws on problem-solving and conflict resolution reflecting - as discussed earlier _ 
Freirian pedagogy of 'conscientisation' (Helman 2000), which calls for raising self-
reflecting awareness rather than educating or indoctrinating people. According to this 
theory, action for social change requires an educational process in which participants 
develop a critical awareness of the circumstances influencing their lives, reflect on 
what this means in their individual and communal situation and decide what action 
would be most important and feasible to take. The considered, and informed nature of 
the feedback from participants in Petauke, together with their numerous comments 
challenging traditional and contemporary social norms indicates that such an approach 
has real potential. 
In order to set this process in motion there are a number of implications for health 
promotion policy and practice. 
1) As a starting point, health promotion programmes need to develop a I strategic 
framework, which specifically addresses the role of men in relation to the risk of 
HIV/AIDS transmission in heterosexual marital relationships. This thesis 
endorses the viewpoint of several authors who believe that involving men in this 
task is an ideal starting point. It helps men begin to question concepts of 
masculinity and the influence this has on their daily lives and those of women, 
for example concepts that breed violence against women (Cornwall 1997). 
2} In order to carry forward these initiatives, service providers need to be trained in 
greater awareness of the social construction of masculinity and how it 
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interconnects with male behaviour and unequal gender relationships. The 
purpose of the training would be to help the service providers better understand 
gender roles, gender equity, and healthy relationships. Training opportunities 
would also highlight the effect of gender issues on reproductive health, sexual 
and domestic violence, and HIV/AIDS. This would emphasize in tum, the need 
to foster constructive male involvement in reproductive health by addressing 
certain attitudes and behaviours. 
Engenderhealth and the Planned Parenthood Association of South Africa 
(PPASA) have found that addressing gender issues and violence against 
women were critical to improving the reproductive health of both men and 
women in South Africa. For example, both organizations found that in order to 
help men prevent HIV transmission, dialogues about gender relations, partner 
communication, relationships, power, and violence were essential. Simply 
providing reproductive health information to men in isolation from the social 
contexts in which men and women interact has proved to be ineffective. 
3) Outreach activities should consider enhancing couple counselling, separate 
male and female counselling and groupwork activities in districts such as 
Petauke. This is key to greater male involvement - alongside women's 
involvement - in reproductive health issues, including domestic violence and 
condom use. These initiatives may include using teams of male/female field 
workers, training service providers to counsel couples. holding community 
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activities that attract both men and women or men and women in separate 
groups. The programme interventions should also consider the importance of 
ensuring that both men and women can be provided with services individually, 
or separately if either men or women so require. Becker and Joseph (1974) 
have previously observed that given the predominance of unequal gender 
relations, programmes that use a couple approach must be carefully designed 
so as not to jeopardize woman's decision-making and self-determination when 
they do not agree with the male partner. Since the concept of male 
involvement is new, especially in the developing countries, careful planning is 
necessary to underpin making the case in the community concerning its vital 
importance. 
To translate these programme activities into rural Zambia, they require support, the 
necessary resources and a political commitment from the Government, as well as from 
both the civic and community leaders. At the same time, in order for health promotion 
activities to effectively undertake these suggested programme initiatives, there is a 
need for the project initiators to develop strategic partnerships with community-based 
organizations that can collectively work together to mobilize men for behaviour 
change. 
Running throughout these strategies, emphasis needs to be placed on enhancing 
male awareness that they pay a high price for trying to live according to the 
hegemonic model of masculinity that represses their feelings and generates insecurity, 
frustration and health problems. 
8.6 Implications for further research 
This study has taken one step in understanding and providing an explanation of the 
interconnection between the social construction of masculinity and its impact on male 
HIV/AIDS related sexual behaviour. It has also examined more specifically the 
association between the social construction of masculinity and domestic violence as a 
risk factor in HIV/AIDS transmission, as well as the use and neglect of use of condoms 
as a measure of protection against the risk of HIV/AIDS in marital relationships in rural 
Zambia. 
While, as has been reflected in the thesis, there is no doubt that male HIV/AIDS risk-
taking behaviour is at the centre of the spread of the epidemic, it is equally important 
to recognize that there are a number of other aspects of Zambian rural life to which the 
spread of the HIV/AIDS epidemic can be attributed. The problem of HIV/AIDS is not 
only a social, medical or health issue, it is a development problem requiring a multi-
sectoral approach, including e.g. economic initiatives, for an effective and sustainable 
response. 
For example, in Zambia as in many other sub-Saharan countries, the spread of the 
HIV/AIDS epidemic has been closely associated with the widespread poverty that 
many people are faced with. Most Zambian rural communities are inhabited by the 
poorest of the poor. In many of the rural areas, there are a number of socia-economic 
factors almost entirely outside the control of most people in rural communities that 
makes them vulnerable to infection. These include: 
• Prior to HIV infection the poor may have their immunity depressed because of 
poor health and nutrition status 
• Poor sanitation 
• Limited access to healthcare; inability to pay for or access healthcare services 
• Increased exposure to other health hazards such as Malaria, TB or gastro-
intestinal problems 
• A greater likelihood of untreated STl's 
• An absence of information about their own HIV status or that of their sexual 
partner 
• An increased possibility of high-risk behaviour because of limited ability to 
access and store condoms correctly (in addition to major constraints on 
opportunities to use them properly) 
• Economic pressure to resort to the sale of sex to generate household income. 
In addition, the poor constitute the majority of those who migrate from place to place in 
search of economic opportunities and better living conditions. In this way, the poor 
carry the burden of their HIV vulnerability with them. As Cohen (1999), and Kurschner 
(2001) have further argued, poor people are more vulnerable to HIV/AIOS because of 
the conditions of their lives. Poor people have less access to health care and If they 
JJ" 
have AIDS, they experience less access to antiretroviral therapy. AIDS makes the 
poor poorer. Attempts at solving the spread of the epidemic must also be grounded in 
addressing factors associated with poverty. 
Against this background, attempts to address the spread of the epidemic therefore 
need to embrace a much broader spectrum of issues and a requirement to broaden 
our horizons to begin to deal with prevention, treatment and mitigation of HIV/AIDS in 
ways that take into account the roles played by poverty, poor education, and poor 
health facilities. For this reason, the epidemic transcends many different disciplines. 
This study has presented many valuable pOints, drawn from its process, evidence and 
analysis. However, it is important to emphasize in this conclusion, that this study only 
provides a partial understanding of the multiple social factors involved in the spread of 
the epidemic in rural Zambia and Petauke district in particular. 
In order to have a more detailed understanding of the variations in attitudes and 
behaviours that expose both men and women to the risk of infection, research needs 
to address the issues identified in this study, but also needs to go beyond these. 
8.7 Conclusion 
Through a detailed case study of Petauke district and analysis of wider literature. this 
study indicates that one key factor in the risk of HIV infection through mantal 
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heterosexual intercourse in rural Zambia is how masculinity is socially constructed. A 
complex interplay of individual and interpersonal perspectives and behaviours informs 
the power dynamics and the sexual behaviour of both men and women in relation to 
the risk of HIV infection in marital relationships. These also reflect traditional and 
contemporary ideals and are also specific to current times and local contexts, while 
being enacted against harsh and unequal wider socicreconomic conditions. 
To change sexual behaviour influenced by such a complex variety of social factors is 
more than a matter of straightforward behaviour change and the distribution of 
knowledge. It requires health promotion to work towards challenging some of the 
harmful ideologies associated with being a man, that expose men to the risk of 
infection, as well as men and women to the risk of HIV/AIDS transmission in marital 
relationships. 
In order to achieve this, a variety of factors that promote and foster unequal gender 
relationships, and notions about what constitutes a real man that encourage risky 
behaviours, must be targeted. Since notions of what it means to a man and or a 
woman are social processes which are socially constructed within a particular 
historical and social context, health messages directed at men must go beyond merely 
looking at the individual and his ability to act autonomously. These messages must 
attempt to deconstruct stereotyped perceptions and values that promote HIV/AIDS risk 
taking sexual behaviour, while at the same time impeding the use of condoms. 
Actively involving men in implementing these strategies may enhance their uptake and 
effectiveness. 
This study acknowledges that social change cannot be achieved easily or qUickl\ 
neither can it be imposed upon an unwilling populace. It proposes tr,3t :r"::l.gh 
intensive locality based campaigns, involving both men and women as active 
participants, the social construction of ideas and behaviours concerning male 
responsibility can be modified, and changes result in a healthier/,'3\ of life for both 
men and women in heterosexual marital relationships in rural Zambia. 
******************************.~*********** 
References 
Aggleton, P (2000) Men's role in HIV Prevention and Care, Thomas Coram Research 
Unit, Institute of Education, University of London 
Ajzen, I., Fishbein, M (1980) Understanding attitudes and predicting social behaviour 
Englewood cliffs. Prentice Hall. ' 
Altman, D. (1995) Communities, Governments and AIDS: Making Partnership Work in 
AIDS: Safety, Sexuality and Risk (eds) Aggleton, P., Davies, P., and Hart, G. London, 
Taylor and Francis Publishers. Chap 7 pp1 09-232 available online at 
www.guestia.com accessed 11 Jul '06 
Ankrah, E, M, (1993). The Impact of HIV/AIDS on the Family and Significant Relations 
AIDS Care 5: 15-22 
Archer, M. (2000) Being Human: The Problem of Agency, Cambridge: The University 
Press. 
Arnot, M. & Weiner, G., (1987) Gender and the politics of schooling, London: 
Hutchinson 
Askew, I., (1988). A Comparative Analysis of Community Participatory Projects in 
South Asia with Policy and Programme Recommendations for Family Planning 
Associations. London, UK: IPPF Medical Bulletin: London Occasional series, 
Community participation. 
Association for Voluntary Surgical Contraception (AVSC) International (1997) Men as 
Partners in Reproductive Health. Workshop Report, New York, AVSC International 
Association for Voluntary Surgical Contraception (AVSC) International (1998), Male 
Participation in Sexual and Reproductive Health; New paradigm: AVSC International 
and IPPFI Western Hemisphere Region. 
Baggaley, R.C., Godfrey-Fausset, P., Msiska R, Chilangwa, D., and Chintu, E (1994). 
The Impact of HIV on Zambian Business British Medical Journal 309: 1549 - 50 
Baker, G (1996). The Misunderstood Gender; Male involvement in the family and 
Reproductive Health in Latin America and the Caribbean, Report to the MacArthur 
Foundation Population Program, New York. 
Baker, G. (1999) Listening to Boys: Some Reflection on Adolescent Boys and Gender 
Equity. Paper presented at the Assoc. for Women's' Rights in Development (AWID) 
Conference Panel "Male involvement in sexual and Reproductive Health: Hindrance or 
Help to Gender Equity? (November 12 1999). Washington DC, USA. 
338 
Baker, G. ~ Ricardo, C. (2005). You~g men and the construction of masculinity in sub-
Sahara Afnca. The World Bank, Social Development Paper: conflict prevention and 
Reconstruction, paper number 26, June 2005 
Banda, L (2002) ARV Drug Resistance in Zambia, A Looming Worry, Sixth 
International Congress on Drug therapy in HIV infections, 17-21 November 2002, 
Glasgow, United Kingdom. 
Ba~da, ~., Nachibang~, E., M~anza, P., Petrak, J., Decho, P Green C., (2004) 
Antiretrovlral treatment In Zambia: A study of the experience of treatment users and 
health workers. 
Bandura, A. (1977). A Social Learning Theory, Englewood, NJ, USA: Prentice Hall 
Baric, L (1991) Health promotion and Health Education: Module 1 Problems and 
Solutions (Second Edition) England, Barns Publication, Hale Barns. 
Baylies, C. (1995) Discourses of Power and empowerment in the Fight against 
HIVIAIDS in Africa in AIDS: Safety, Sexuality and Risk (eds) Aggleton, P., Davies, P., 
and Hart, G. London, Taylor and Francis Publishers. Chap 9 pp260-292 available 
online at www.guestia.com accessed 11 Jul '06 
Baylies, C., Bujra, J and the Gender and AIDSs Group (2000) Responses to the AIDS 
epidemic: Collective struggles in Tanzania and Zambia. Routledge: London. 
Bebbington (1999) Capitals and Capabilities. A framework for analysing peasant 
viability, rural livelihood and poverty, World Development 27. pp 2021-2044. 
Becker, M.H and Joseph J.G. (1974) The Health Belief Model and Personal 
Behaviour. Health Education Monographs 2(4):55 
Bessinger R, Akwara P, Halperin DT. Sexual behavior, HIVand fertility trends: a 
comparative analysis of six countries; phase I of the ABC study. Chapel Hill, NC: 
Measure Evaluation, 2003. available at 
www.cpc.unc.edu/measure/publications/speciall (accessed 29 Jan 2006). 
Bergstrom, G. (1999) Men's voices, men's choices: how can men gai? from i'!1proved 
gender equality? Swedish African Regional Seminar, Ministry of Foreign Affairs: 
Stockholm Sweden. January 11-13 
Blankenship, K, M. (2000) Structural interventions in public health. AIDS 14(1): S22-32 
Bollinger, L & Stover, J. (1999) The Economic Impact of AIDS in Zambia, The . 
Research Triangle in collaboration with the Centre for Development and Population 
(CEDPA). The Policy Project. The Futures Group, New York, USA. 
Bond, V. A and Dover, P (1997) Women and the trouble with Condoms: Problems 
Associated with condom use by migrant workers in rural Zambia, Health Transition 
Review 1977:7 Sup pi (1 ):377-391 
Bond, G., Ndubani, P., and Nyblade, L (1999) Formative Research on Mother to child 
transmission of HI VIA IDS in Zambia. A working report of focus Group discussions held 
in Keemba, Monze, Zambart Project School of Medicine UTH, Zambia. Institute of 
Economic and social research on women (ICRW) Washington. 
Boserup, E. (1985) Economic and demographic inter-relationships in sub-Saharan 
Africa. Population and Development Review 11 (3 ):383-397. 
Bourdieu, P., (1997/1986), 'The forms of capital' in Halsey, A.H., Lauder, H., Brown, P. 
and Wells, A.S. (eds), Education: Culture, Economy, Society, Oxford: Oxford University 
Press. 
Breiger, W, R., Ramakrishna, J. (1987). Health Education: social marketing does not 
have all the answers. World Health Forum Issue No 8 
Brittan, A. (2001). Masculinities and Masculinism in The Sociology of Masculinity (eds) 
Whitehead, S and Barret F, Cambridge, Polity Press in Association with Blackwell Ltd. 
Brummer, D (2002) Labour Migration and HIVIAIDS in Southern Africa. International 
Organisation for Migration. Regional Office for South Africa. 
In Brydon, L. (1989) Women in the Third World, Edward Edgar Publishing Ltd 
Bryman, A. and Burgess, R, G. (1999) Qualitative Research, London: Sage. 
Buchanan, D, R and Reddy, S (1994) Social Marketing: A critical Appraisal. Health 
Promotion International: 9( 1) Oxford University Press 
Budd, J and McCron, S. (1981). Health Education and the mass media, past, present 
and potential. Health Education and the Media Heather, D, S., Hastings, G, B., and 
Davies, K.K. (eds) Oxford, UK. Oxford University Press. 
Bujra, J., (2000a) Targeting men for a change: AIDS Discourse and activism in Africa 
in Cleaver, F. (ed) Masculinities Matter, Men Gender and Development, Zed Books 
(reprinted from Agenda 4 Durban, South Africa). 
Bujra, J (2000b) Unsafe Sex and AIDS in Tanzania. Risk Revisited. London: Plato 
Press. 
Bunton R and Macdonald G (1992) Eds. Health promotion: disciplines and diversity 
London: Routledge. 
Burgess, R, G, (1982) Field Research: A sourcebook and Field Manual. London, 
George Allen and Unwin. 
340 
Burgess ~, G. (1984) Contemporary Social Research series, London: George Allen 
and Unwin. 
Burr, V. (2003) Social Constructionism London: Routledge 
Caldwell, J (2000). Rethinking the African Epidemic. Population Development and 
Review 26(1): 117-135. 
Campbell, R and Wood R (1999) Social Capital and Health, London, Health Education 
Authority. 
Carovan, K. (1998) HIV and the Challenges facing Men. HIVand Development 
Programme. Issue paper No.15, 
Casley. D.J and Lury.D.A (1981) Data Col/ection in Developing countries. London, 
Clarendon Press Oxford 
Central Statistics Office (Zambia) (1992), Zambia Demographic Health Survey, 
University of Zambia, Lusaka, Zambia. 
Central Statistics Office (Zambia), (1994) Zambia Sexual and Behavioural Study, 
Central Statistics, Project Concern International Lusaka, Zambia, 
Central Statistics Office (Zambia), (2002) Ministry of Health and measure evaluation 
Zambia Sexual and Behavioral Study, Lusaka, Zambia and MEASURES Evaluation, 
USA. 
Central Statistics Office (Zambia) and Central Board of Health (Zambia) and Macro 
International, Inc (2003), Zambia Demographic Health Survey, 2001-2002. Calverton, 
MD USA. Central Statistical Office and Central Board of Health (Zambia) and Macro 
International, Inc. 
Chambers, R (1995) Paradigm shifts and practice of participatory research and 
development. in N. Nelson and S. Wright (eds) Power and PartiCipatory Development: 
Theory and Practice, London: Intermediate Technology Publications. Chapter 2 pp 30-
42 
Coe, R (1980) Sociology of Medicine. McGraw-Hili: New York 
Cohen, D. (1999) Poverty and HIVIAIDS in Sub-Saharan Africa. HIV and Development 
Programme available at 
http://www.undp.org/hiv/publications/issues/english/issue27e.htmlaccessed 11 July 
2006 
Connel, RW. (1987) Gender and Power, Allen and Unwin. 
Connel, RW. (1995) Masculinities: knowledge. Power and social change. Polity Press: 
Cambridge 
3~ I 
Connel, R.W. (2000) Men and Boys Polity Press, Cambridge 
Cooper, M.l. (200~). Alcoh~1 use and risky sexual behavior among college students 
and youth: Evaluating the eVidence. Journal of Studies on Alcohol (Suppl. 14):101-
117,2002. 
Cornwall, (1997) Men Masculinity. Oxfam Focus on Gender. Sweetman, United 
Kingdom, Oxfam International. 
Courtney, W.H. (2000) Construction of masculinity and their influence on one's well 
being: A theory of gender and health. Social Science and Medicine 50: 385-1401. 
Cresswell, J, W (1994) Research Design: Qualitative and Quantitative Approaches 
California, Sage Publications Inc. 
Daly J, McDonald I and Willis E (1992) Eds, Researching health care: designs, 
dilemmas, disciplines, London: TavistocklRoutledge. 
Darlington Y and Scott 0 (2002) Qualitative research in practice: stories from the field, 
Buckingham, Open University Press 
Dawson BG et ai, (1991) Understanding social work research, Boston: Allyn and 
Bacon. 
De Keijzer, (1995) B Masculinidad salud mental y salud reproductive. In: male fertility 
in the era of fertility decline, Seminar of the International Union for the scientific study 
of populations, IUSSP, Zacatecas, Belgium (November 13-16 1995) 
DeMatteo, C. (2002). The Family context of HIV a need for comprehensive health and 
social policy. AIDS Care: Psychological and social Medical Aspects of HI VIA IDS 14(2) 
Denzin NK, Lincoln YS, (1994) Eds Handbook of qualitative research, London, Sage. 
Dermen, K.H.; Cooper, M.l.; and Agocha, V.B. (1998). Sex-related alcohol 
expectancies as moderators of the relationship between alcohol use and risky sex in 
adolescents. Journal of Studies on Alcoho/59(1 ):71-77 
Dobash, R. and Dobash, R, P (1989) Violence against wives: a case against 
Patriarchy. London: Open Book. 
Dover, P. (1995) I want to play with a woman. Gender relations, se~uality and 
reproductive health in rural Zambia. Stockholm, Department of SOCial anthropology. 
University of Stockholm: Working Paper No.29 
Doyal, l. (2000) Gender equity in health: debates and dilemmas. Social Science and 
Medicine 51: 931-939 
Drink~~ter, M (199~) The ~ffects of HIVIAIDS on ~griculture Production systems in 
Z~m?,a. An AnalysIs a~d F~eld. report of case studies carried out in Mphongwe. Rural 
Dlstnct and Teta SerenJe Dlstnct, Lusaka, Zambia. 
Edley, N and Wetherell, M (1995). Men in Perspective: Practice Power and Identity 
Prentice Hall Harvester, Wheatsheaf: London . 
Epstein, S. (1988). A Manual for Culturally Adapted Market Research (CMR) in 
Developing Countries. East Sussex, RWAL Publications. 
Ezzy D, (2002) Qualitative analysis: practice and innovation, London: Routledge. 
Family Health International (FHI) (1998) Men and Reproductive Health, Network 18 (3) 
Spring Edition available at: http://www.fhi.org/NRlShared/enFHI/PrinterFriendly.asD 
accessed 25/07/06 
Family Health International (FHI) 2001. HIVIAIDS Prevention and Care in Resource 
constrained settings. Arlington. VA. USA 
Farmer, P. (1997). Ethnography, social Analysis and the prevention of Sexually 
Transmitted HIV infections among Poor women in Haiti. in The Anthropology of 
Infectious diseases: International Health perspectives Inhorn C and Brown P.J. (eds) 
Gordon and Beach Publishers, UK Chap 4 pp95-117 
Feely, R, Rosen, S. Fox, M, Macwan'gi, M. (2004) Cost of AIDS among public health 
professionals. Centre for International Health and Development (CIHD) of the Boston 
University School of Public Health and the University of Zambia. 
Feurstein, M.T (1990). Partners in Evaluation: Evaluating Development and 
Community Programmes with participants: London: MacMillan 
Fieldhouse, R (2001) AIDS Reference Manual London: NAM 
Fishbein, M., Middlestadt, S,E., (1987) USing the theory of reasonable action to 
develop educational interventions: Application to illicit drug use, Health Education Res. 
1987;2:361-71 
Fleischman, J (2002) Suffering in Silence: the links between Human rights abuses and 
HIV transmission to girls in Zambia, Report to Human Rights Watch, Washington, USA 
available at: http://hrw.org/reports/2003/zambia/ accessed 25/07/06 
Fylkesnes, K, Brumborg, H, Msiska, R (1994). The socio - eco~omic impact of AIDS: 
Zambia: the Current HI VIA IDS situation and Future demographic Impact, National 
AIDSlSTDTBlLeprosy Programme, Ministry of Health, Zambia 
Fylkesnes. K., Musonda, RM., Sichone, M., Ndhlov~, Z.,. Tembo,. and.Monze. M. 
(2001). Declining the HIV prevalence and risk behaViour In Zambia eVidence from 
surveillance and population based surveys AIDS. 15(7):709-916 
Foreman, M (1998) AIDS and Men: Old problems, New Angle. London: Panos Institute 
Foreman. ~ (1999) AIDS and Men: Taking Risks or taking responsibility? London: 
Panos Institute and Zed books 
Foucault, M. (1978) The will to knowledge: the history of sexuality, Volume 1 
(translated R Hurley) Harmondsworth: Penguin 
Freire, P. (1972) Pedagogy of the Oppressed, London: Penguin. 
Freudenthal, S (2001) A Review of Social Sciences Research on HIVIAIDS. Swedish 
International Development Co-operative. 
Garbus, L (2004) HI VIA IDS in Zambia. Country AIDS Policy Analysis Project., AIDS 
Policy Research Centre, University of California: San Francisco 
Germain, A., Kyte, R, (1995) The Cairo Consensus, The right Agenda for the right 
time, International Women coalition. 
Giddens, A. (1997) Sociology (Third Edition) Cambridge: Polity Press 
Gilbert, R (1998), Masculinity goes to school, Sidney, Australia: Allen and Unwin 
Ginwalla, R, Ayles,H., Sibande, M, N., Shanaube,K., Siwale, M., Kankasa, C., 
Godfrey Faussette, P.,(2004) International Conference on AIDS, July 11-16 2004, 15 
abstract No 8110118, Zambart, University Teaching Hospital, Lusaka, Zambia. 
Glynn, J.R (2002) Why do young women have a much higher prevalence of HIV than 
young men? A study in Kisumu Kenya, and Ndola, Zambia, AIDS, 15 Supp 4 (S51-60) 
Goldberg, S (1998). Why men Rule: A Theory of Male Dominance, Chicago: Open 
Court 
Gordon, G., (1998) Helping the poor and women to make their own reproductive 
choices. Washington DC USA: Options 
Gordon, G. (2000a) lEG strategies with a focus on rural communities in the Eastern 
province of Zambia- unpublished 
Gordon, G. (2000b) An Evaluation of the Planned Parenthood Association of Zambia 
CBD programme (Eastern Region) Options consultancy services. London: 
Gordon, G., Gordon, A., (2003). Three case studies: Involving men to address Gender 
inequalities, Washington DC: IGWG 
Green, D (1999) Gender Violence in Africa: African Women's Response, London: 
Macmillan Press. 
Green,~, W., and Krueter, M, W., (1991) Health Education Planning: an Educational 
and Environmental approach, California, Mayfield, Second edition 
Greenhalgh, S (1995) Situating Fertility: Anthropology and Demographic Enquiry 
Cambridge, Cambridge University Press. ' 
Greg, A.! Kimmel, M., Lang., J. (2000) Men, Masculinity and Development: 
Broadening our Work Towards Gender Equality. UNDPIGIDP Monograph 10 May 
Gupta, G.R. (2000a) Gender Sexuality and HIVIAIDS: The what, the why and the how. 
International Centre for Research on Women (ICRW) Washington DC. USA. 
Gupta, G. R. (2000b). How men's power over women fuels the epidemic. British 
Medical Journal 234: 183-184 
Gupta, G.R. Weiss, E (1993) Women's lives and sex: Implications for AIDS 
prevention, Culture Medicine, Psychiatry 1993, 17: 399-412. 
Hammersley, M. and Atkinson, P (1995) Ethnography: Principles in Practice, London: 
Routledge 
Hardley, M, (1998) Health Psychology. The social context of Health. Buckingham: 
Open University Press. 
Hart, G and Boulton. M (1995) Sexual Behaviour in Gay men: Towards a Sociology of 
Risk, London: Taylor Francis. 
Hastings, G, B and Haywood A.J. (1994) Social Marketing: A critical response. Heanh 
Promotion International 9(1 ): 12-15. 
Haworth, A., (1991) A study of the effects of AIDS upon Children in 116 Zambian 
Families, Zambia: UNICEF (Unpublished) 
Haywood C and Mac an Ghaill M, (2003) Men and masculinities: theory, research and 
social practice, Buckingham: Open University Press. 
Hearn, J (1998) The violences of men: How men talk about and how agencies 
respond to men's violences: London: Sage 
Heise, I., Pitanguy, J., Germain, (undated) A Violence Against Wome~: the hidden 
health burden. World Bank Discussion Paper, The World Bank: Washington DC. USA. 
Heise, L, (1998) Violence against women: An integrated. ecological framewori(, 
Violence Against Women (4): 1-1 0 
Helman, C. G. (2000) Culture Health and Illness. Oxford: Butterworth, Heinemann 
Hess. B. B. (1988) Social structures and Human lives: A sociological theme. Social 
structures and Human lives Riley. M. Huber. W. B .• Hess. B. (Eds) London: Sage 
Publications. 
Hoffman. J. (2001) G/obalisation and the Social Construct. Brussels: European 
Institute. 
Hubley. J. (1993). Communicating Health: an action guide to health education and 
health promotion. London: Macmillan. 
Hubley. (2002) The AIDS handbook, a guide to the Prevention of AIDS and HIV 
Oxford: Macmillan Education ' 
Hunter. D.J .• (1994) Sexual behaviour. Sexually Transmitted Diseases. Male 
circumcision and the risk of HIV infection among women in Nairobi. Kenya AIDS 8(1): 
93-99. 
Hunter. S. (2001) Reshaping societies, HI VIA IDS and social change: A Resource 
Book for Planning Programs and policy making, New York: Hudson Run Press. 
ICPD (1995) Programme of Action: International Conference on Population and 
Development. Cairo. United Nations. 1995 
IMF (2005) Zambia Poverty Reduction Strategy paper. Progress Report. IMF Country 
Report No 15 March 2005. IMF Publication Services. Washington 
Imms. W. D (2000) Multiple masculinities and the schooling of Boys. Canadian 
Journal of Education. 25. 2 (2000) 152 -165 
International Planned Parenthood Federation (IPPF) (1990) Community Participation: 
Current Issues and Lessons Learnt, International Planned Parenthood Federation 
(IPPF). London: United Kingdom 
International Planned Parenthood Federation (IPPF) (1998a) Vision 2000 and the 
ICPO Programme of Action, London: International Planned Parenthood Federation. 
International Planned Parenthood Federation (IPPF) (1998b) Male Participation in 
Sexual and reproductive Health: a new paradigm Association for Voluntary Surgical 
Contraception (AVSC) International and International Planned Parenthood Federation. 
IPPF Western Hemisphere Region. 
International Planned Parenthood Federation (IPPF) (2000) Statement on gender 
based violence. International Planned Parenthood Federation (IPPF) Medical Bulletin 
London 34(2). 
Jackson. H. (2002) AIDS Africa: Continent in Crisis, safaids, Harare, Zimbabwe. 
Jackson. H (2004) HIVIAIDS and Gender: Addressing tough realitie~ in research,. 
policy development and implementation In: HIV/AIDS Research, Policy and practJce: 
346 
Forging links Against AIDS Bond, V and Kwesigabo, G, Lusaka, (Eds) Lusaka, 
Zambia: Embassy of Sweden. 
Jagdeo. T. P (1996). Social structures, reproductive health and knowledge-
behaviour gap, promotion and Education, Intemational Joumal of Health Promotion 
and Education, Sept 11:3 
Jewkes, R. (2000) Intimate Partner Violence: Causes and Prevention, Lancet 
359: 1423-1429 
Jewkes. R (2002a) Gender inequalities, intimate Partner violence and HIV 
preventative practice: Findings of a cross sectional study. South Africa, Elsevier 
Science Ltd. 
Jewkes, R (2002b) Preventing Domestic Violence British Medical Jouma/324:25-4 
Jewkes, R., Levin, J.B., and Penn-Kekana L, A., (2003) Gender inequalities: intimate 
partner violence and HIV prevention practices: Findings from a cross sectional study. 
Social Sciences and Medicine 56:125-134 
Judd CM, Smith ER, Kidder LH, (1991) Research methods in social relations, London: 
Harcourt Brace Jovanovich. 
Kane DR, (1998) Principles of international finance, London: Croom Helm. 
Kasonde, J and J.D Martin (1994) Experiences with Primary Health Care in Zambia. 
Geneva: World Health Organisation. 
Kaufman (1995). The construction of masculinity and the triad of men's violence'. In 
Men's lives, Kimmel, M. S., Messner, M, .A (eds). Boston, USA: Allyn and Bacon, 
Kelly, J, M. (2004). Defeating HIVIAIDS through Education, paper presented at the 
National Conference on HIV/AIDS and the Educational Sector held in Gallagher 
Estate, Midrand, and South Africa. 
Kelly, J, M. (2005). Ethical considerations of HI VIA IDS Research in Africa, In: 
HIV/AIDS Research, Policy and practice: Forging links Against AIDS (Ed) Bond, Vand 
Kwesigabo, G, Lusaka, Embassy of Sweden, Lusaka, Zambia. 
Kerr, J. (2000) Community Health Promotion: Challenges for Practice: Royal College 
of Nursing: London. 
Kimmel, M. (1987) Changing men.' new directions in research on men and masculinity, 
Sage Newbury Park CA, USA 
Kombe,G., Smith, 0., (2005) The cost of antiretroviral treatment in Zambia, Partners 
for Health Reform Plus, Abt Associates, Betheda, Maryland USA. 
347 
Kotler, P and Zaitman. G. (1971) Social Marketing: an approach to planned social 
change. Journal of Marketing 35:3-12 
Kotler P, Roberto EL, (1989), Social marketing: strategies for changing public 
behaviour, New York; London: Free Press: Collier Macmillan. 
Krueger, R, (1994) Focus Group Discussions: A practical Guide For applied 
Research. California, Sage Publications, Inc 
Kurschner, E. (2001). Status Report HIVIAIDS interface. Winnededn/Stuttgart 
Germany 
Lakes, S (2000) Overview of Zambia's Health Care system, London. Department for 
International Development Health Systems Resource Centre (OFID HSRC) 
Lamptey, R, M (2002) Reducing Heterosexual Transmission of HIV in Poor Countries 
British Medical Journa/324:207-211 
Lamptey P. R, Zeitz P. and Lavrivee, C., (eds) (2001) Strategies for an expanded and 
comprehensive response to a National HIVIAIDS epidemic: A handbook for designing 
and implementing HIVIAIDS programmes, Arlington, VA: Family Health International. 
Lassonde, L. (1995) Coping with Population Challenges, London: Earthscan. 
Latkin, A., (1998) Outreach in Natural settings: The use of peer leaders for 
HIV/prevention among injectable drug users networks, Public Health reports, June 
1998, Volume 119 Supplement 1 
Laura, S.RH. (1990) Philosophical Foundation of Health Education. New York: 
Routledge 
Leach, M. (1994). The politics of masculinity: An overview of contemporary Theory. 
Social Alternatives 12(4):36-37 
Lefebvre, G (1992) Social Marketing and Health promotion in Health Promotion 
disciplines, diversity and development (eds) Bunton R, and McDonald, G. London and 
New York: Routledge Second Edition 
Leon. A, D Walt, G (2001) Poverty, inequality and Health in International perspective: 
a divided world? Oxford: Oxford University Press. 
Leopold, E, (1997) AIDS cases soar in poor countries, Reuters Wire Service Report, 
United Nations, November 26 1997 
Levin, M., (1998) Gay Macho: the life and death of the homosexual Cone. New York 
University Press, New York. 
348 
Leye, E., Githanga, A., Bosman, M., Temmerman, M. (2001) Male involvement in the 
fight against violence against women. Experiences from developing countries. 
University of Ghent, Belgium: International Centre for Reproductive Health. 
Lindsley. L, L. (1997) Gender Roles: A SOCiological Perspective New Jersey, NY: 
Prentice Hall, U~per Saddle River. (Third Edition) 
Linney, B., (1995) People, Pictures and Power: people centered visual aids for 
development London: McMillan. 
Lucas, S. (2004). Community Care, Change and Hope, Local Responses to HIV in 
Zambia; A lessons learned case study, Washington, United States of America. 
The synergy project Social and scientific systems. 
Mac an Ghaill M (1996) Ed. Understanding Masculinities: social relations and cultural 
arenas Buckingham: Open University Press 
MacDonald, T.K., MacDonald, G.; Zanna, M.P.; and Fong, G.T. (2000). Alcohol, 
sexual arousal, and intentions to use condoms in young men: Applying alcohol myopia 
theory to risky sexual behavior. Health Psychology 19(3):290-298. 
Macwan'gi, M (1993) A situational Analysis of young people with HI VIA IDS. Institute 
for African Studies, University of Zambia, Lusaka. 
Macwan'gi, M., M Sichone and PN Kamanga (1994) Women and AIDS in Zambia: 
Situational Analysis and options for HIVIAIDS survival assistance, Study 
commissioned by the Ministry of Health, National AIDS Prevention Control 
Programme, Lusaka, Zambia. 
Maman, S., Campbell, J., Sweat, M, D., Glenen, AC., (2000) The intersection of HIV 
and Violence: directions for future research and interventions. Social Science and 
Medicine, 50 (2000) 459-478 
Mataka, E. (2001) Supporling Orphans and vulnerable children in Zambia, Sexual 
Health Exchanges 200-1 Royal Tropical Institute. 
May, T. (1997) Social Research: Issues. Methods and Process. Buckingham: Open 
University Press. 
Mbizvo, M.T and Basset M, T. (1996). Reproductive Health and AIDS prevention in 
sub-Saharan Africa: The case for increased male participation. Health Policy Plan 
11 (1 ):84 -92 
Mbowa (1997) Rehearsing Reality: Using role play to transform attitudes and 
behaviour in the fight against HIV and Sexual abuse of young women in The SHIP, 
using parlicipatory learning approaches in sexual health, Institute of Development 
Studies, University of Sussex, United Kingdom. 
349 
McCormack, C, P, (1983) Community Participation in Primary health care, Tropical 
Doctor in Community Involvement in health development, an examination of the 
critical issues, Kahssay, H.M. & Oakley, P. (eds) Geneva: World Health Organisation. 
McDonald, J. J. (1992) Primary Health Care: Medicine in its Place. London: Earthscan. 
Mcintosh, C, A and Finkle, J (1995) The Cairo Conference on Population and 
Development: A new Paradigm. Population and Development Review 21 (June 1995). 
McPhail and Campbell (2001) "I think Condoms are good but I hate those things·: 
Condom Use among Adolescents and Young people in a Southern African Township. 
Social Science & Medicine 52: 1613-1627 
Miles. R., (1991) The Rites of a Man, Love Sex and Death in the Making of the Male. 
London: Crafton Books; A division of Harper Collins Publisher. 
Ministry of Agriculture and Co-operatives (2004) Strengthening Institutional Capacity in 
Mitigating HIVIAIDS impact in the Agricultural Sector. Potential Interventions, Ministry 
of Agriculture and Co-operatives of Zambia. 
Ministry of Finance and Economic Development (MoFED) (1996). Economic Report 
Republic of Zambia, Lusaka. 
MOCA (2003) Strengthening institutional capacity in mitigating HIV/AIDS impact on 
Agricultural sector, Republic of Zambia, Ministry of Agriculture and Cooperatives, 
Lusaka, Zambia. 
MoH (1999) HIVIAIDS in Zambia: Background Projections, impact and interventions. 
Lusaka: Zambia Ministry of Healthl Central Board of Health. 
Moynihan, C., (1998). Theories of masculinity, Theories in health care and Research: 
British Medical Jouma/137:1072-1075 (17 October) 
Muvandi, I Dover, P., lIIinigumugabo, A (2000) Heads Tails or equality? Men and 
Women and Reproductive Health in Zambia. Lusaka, Zambia, Centre for African 
Family Studies and Planned Parenthood Association of Zambia. 
National Research Council (NRC) (1996). Preventing and mitigating AIDS in sub-
Saharan Africa: Priorities for the social behaviour science. Washington DC National 
Research Council. National Academy Press 
Ndubani, P (1998) Sexually Transmitted diseases in rural Zambia: Knowledge, 
perception and practices among young males and traditional healers. Institute of 
Economic and Social Research. Lusaka, University of Zambia. 
Nyirenda. B.N. (1993) Experiences at Barelays. Paper Presented at the National 
Workshop for AIDS and the Workplace. Siavonga, Zambia. 
350 
Nyirenda, C., (1997) Impact of HIVIAIDS on Families and children, HIVand 
Development Program issues, Paper No. 22, Paper presented at the XI International 
Conference on AIDS in Vancouver, Canada July 7-12, 1996 
Obbo, C. (1980) African Women: their struggle for economic independence London: 
Zed Press. 
Options/PPAZ (2000) An evaluation of the GRZlDflD/PPAZ funded Community based 
IEC activities in Petauke, Zambia, PPAZ Zambia. 
Panos Institute (2000). Beyond our means: The cost treating HI VIA IDS in the 
developing world. London: Panos Institute. 
Panos Institute (2001) Young men and HIV: Culture, Poverty and Sexual Risks, United 
Nations Programme on HIV, London: Panos Institute. 
Panos/ UNAIDS (2000) Informing the response to HIV: Men and HIV in Zambia, 
Panos UNAIDS, Geneva. 
Parker, G, R., (2000) Structural Barriers and Facilitators in HIV prevention: a review of 
International research. AIDS 14(1) S22-32 
Peate, I. (2003) Men's Sexual Health London: Whurr. 
Petry, N.M. (1999). Alcohol use in HIV patients: What we don't know may hurt us. 
Intemational Joumal of STD and AIDS 10(9):561-570 
Philips E., J. and Green, W.L. (1993) Final report Community Based Distribution of 
family Planning in Africa, Lessons from research. The Population Council, New York 
Pitts, M. and Phillip, K. (1995) Introduction to health psychology, in The Psychology of 
Health Pitts, M and Phillip, K. (eds) London: Routledge Chapter 1 pp 2-10 
Pleck J, H. (1981) The myth of masculinity, 3m ed MIT press, Cambridge, MA 
Pleck J, H. Sonestein F., Ku. L. (1993) Masculinity ideology: Its impact on Adolescent 
Males heterosexual relationships, Journal Soc Issues 1993: 949:11-19 
Pope, C. and Mays, N. (1999) Reaching the parts other methods cannot reach: An 
Introduction to Qualitative Methods in Health and Health Services Research. British 
Medical Journal 311: 42-45 
Pope, C. and Mays, N (2000) Qualitative Research in Health Care. London BMY 
Publishing Group. 
Population Report (1999) Contraceptive Social Marketing: Lessons from Experience 
series J30 
PPAZ. Planned Parenthood Association of Zambia (2000) Annual Report, Lusaka, 
Zambia 
PPAZlPDHMB Planned Parenthood Association of Zambia (2002) IEC activity Annual 
reports. Petauke Zambia. 
Punch K, (1998) Introduction to social research: quantitative and qualitative 
approaches, London: SAGE. 
Renzetti CM, Curran OJ, (1992) Women, men, and society, Boston: Allyn and Bacon. 
Rice, M (1996) A framework for Developing Health promotion and Education initiatives 
in Reproductive Health. In UNFPA Health promotion, Intemational Journal of Health 
Promotion and Education, September 1996; Volume 111 (3). 
Rifkin, S (1990) Community participation in maternal and child health, Family Planning 
programmes, Geneva, World Health organization. 
Rivers, K., and Aggleton. (1998) Gender and the HIV epidemic: men and the HIV 
epidemic. HIV and Development programme, UNDP. 
Rivers, K and Aggleton (1999) Men and the HIV epidemic, Gender and the HIV 
epidemic. Thomas Coran Research Unit, Institute of Education, University of 
London. UNDP HIV and Development Programme, New York 
Sabo, D., and Gordon, G. (1993) Men's health and illness: gender, power and the 
body, London, Sage Publications. 
Sampath, N., (1997) Crabs in buckets: re-forming male identities in Trinidad. Men and 
Masculinity. Sweetman, C, (ed) Oxfam Focus on Gender: Oxfam International. 
Sarantakos S (1996) Social Research, Macmillan Education Australia, Melbourne. 
Schoepf, B. G. (1995) Culture, sex research and AIDS prevention in Africa, Culture 
and sexual risk: Anthropological Perspectives on AIDS Brumelhus T and Herdt G., 
(eds) Gordon and Breach Publishers. United Kingdom. 
Schwartz MD, (1997) Researching sexual violence against women: methodological 
and personal perspectives Thousand Oaks, Calif. ; London: Sage. 
Shelton, J.D. (2004) Book Review: ABC approach to HIV prevention. BMJ 382:891-4 
Shepard, B., (1998). The masculinity side of sexual health. Sexual Health Exchange 2 
Sichone, S.E.N. (2004) HI VIA IDS and Economic Growth in Zambia (Abstract) Dakar 
Senegal, Africa Institute for Economic Development and Planning (IDEP). 
Silverman (2000) Doing Qualitative Research: A practical handbook, London, Sage, 
Publication. 
351 
Simps~n~ A .(2005) ~ons and Fathers/Boys to ~en in the Time of AIDS: Learning 
Masculinity In Zambia, Journal of Southern Afncan Studies Volume 31, Number 3, 
September 2005. 
Singer, M., Weeks, M. (1996) Preventing AIDS in Communities of color: Anthropology 
and social prevention Hum Organ 1996: 55 (4): 488-92 
Singleton RA, Straits B, (1999) Approaches to social research. New York: Oxford : 
Oxford University Press. 
Stake, E. R. (2000). The case study method in social inquiry in Case study Methods 
Gomm, R. H. and Foster, P. (eds) London: Sage Publication 
Strauss, A and Corbin. J., (1998) Basic ofqua/itative Research, Techniques and 
Procedure for Developing Grounded Theory, California: Sage Publications. 
Sulwe, K (2000). A situational analysis of the HIV/AIDS epidemic in Zambia. A report 
submitted to Canadian International Development Agency, J.K. Sulwe and Associates, 
Lusaka, Zambia. 
Sumartojo, E (2000a) Enriching the mix: Incorporating structural factors into HIV 
prevention. AIDS 2000 14(1): S3-5 
Sumartojo, E (2000b). Structural Factors in HIV prevention: concepts, examples and 
implications for Research. AIDS 2000 14( 1 ):S6-1 0 
Szasz .1 (1998) Masculine identity and the meaning of sexuality: a review of research 
in Mexico. Reproductive Health Matters 6(12). 
Teasdale, L. (1999). Community Mobilization for Orphans in Zambia: An Assessment 
of the orphans and vulnerable Children program. Displaced Children and Orphans 
Fund and War victims. Concern International. 
Terrence Higgins Trust (1996). Understanding HIV infections and AIDS, England 
Available at www.tht.org.uk accessed 8/8/06 
Tones, K., and Tilford, S., (1985) Health Education effectiveness, efficiency and 
equity, London, Chapman Hill. 
Treicheler, P.A., (1992) AIDS/HIV and the cultural construction of reality in Herd, G., 
Lidenbaum, S., (eds) The time of AIDS, Social Analysis theory and methods, London. 
UNAFPA, WHO, PATH (2004). Preventing HIV, promoting reproductive health, 
Condom programmes for HIV prevention an operation Manual: New York: United 
Nations 
UNAIDS (2000a). Men and AIDS, A gendered approach, World AIDS campaign. 
Geneva: UNAIDS. 
353 
UNAIDS (2000b). Report on the Global HI VIA IDS epidemic, Joint United Nations 
Programme on HI VIA IDS, Geneva: UNAIDS 
UNAIDS (2000c). Africa fact sheet, UNAIDS epidemic Update, Geneva: UNAIDS 
UNAIDS (2003) AIDS Epidemic Update, Geneva: UNAIDS 
UNAIDS (2004) Report on the Global AIDS epidemic. Geneva: UNAIDS 
UNAIDS, UNICEF, USAID (2004) Children on the Brink: A joint Report on new 
orphans estimated and a framework for action. New York: UNICEF. 
UNDP (2004) Human Development Report, New York: Oxford Press 
UNFPA (1997). State of the World report, New York: United Nations 
UNICEF (1982) Community participation: Current Issues and Lessons learnt, Geneva. 
United Nations 
UNICEF (1998) Orphans Programming in Zambia: Developing a strategy for very 
young children in Zambia Draft paper, UNICEF, Lusaka, Zambia. 
United Nations (1994). Report of the International Conference on Population and 
Development, Cairo, 5-13 September 1994, New York: United Nations 
United Nations (1995). The Beijing Declaration and platform for Action. New York: 
United Nations 
Wallack, L., (1990) Media Advocacy: promoting health through mass communication 
health behavior and health education, theory research and practice. California, USA: 
Jossey- Bass Health series. 
Wallman, S., Kalumba, Krantz., I and Sachs, L (1985) Community capacity to prevent, 
manage and survive HI VIA IDS, Karoliska Institute, the University of Hull and the 
University of Zambia. 
Wallman, S., (1998). Ordinary women and shapes of knowledge: perspectives on the 
context of SrD and AIDS, Public understanding. Social Science and Medicine 71: 69-
85 
Watkins, K., (1995) The Oxfam Poverty report, Oxfam Publication UK and Ireland. 
Watts, C., Osam, S., and Win, E., (1995). The private is public. A study of violence 
against women in Southern Africa. Women in Law Development in Africa. Unpublished 
1995. In Him (CD-Rom). A project of men and reproductive health subcommittee of 
USAID Gender working Group. Produced by POPLINE Digital services. 
Webb, D., (1996a). A situation analysis of children in especially difficult circumstances 
in Zambia Safaids News, 4: 1, 2-6 
Webb, D., (1996b). The socio-economic impact of HIV/AIDS in Zambia. SA FA IDS 
News: 4(4): 2-10 
Webb, D., (1997) HIV and AIDS in Africa. London Pluto Press 
Weeks, M., Singer, M., and Schensusul, J.J. (1993). Anthropology and culturally 
targeted AIDS prevention. Pract Anthropology 15(4):17-20 
Wegner, M. N., Landry, E., Wilkinson, D., and Tzanis, J., (1998) Men as partners in 
reproductive health. From issues to action. International Family Planning Perspective 
24 (1) 
Werner, D,B (1977) The Village health worker Lackey or liberators, Paper presented 
at a working workshop in Japan. 
White, R., Cleland, J., Carel, M.(2000) Links between premarital sexual behaviour and 
extramarital intercourse: a multi-site analysis. AIDS 2000: 14: 2323-31 
Whitehead. S., and Barret F. (2001). The masculinities A Reader. London. Polity 
Press. 
Willing. C., (1994) Marital Discourses and Condom use. in AIDS Foundation for the 
Future Aggleton. P., Davies P and Hart, P. (ed) London: Taylor and Francis. 
Wilson, D (2004) Partner reduction and the prevention of HIV/AIDS. BMJ 328:848-
849 
Wood, K, Jewkes, R., (1987) Violence Rape and sexual coercion: everyday love in a 
South Africa Township: In men and Masculinity. Sweetman, C., (Ed); Oxfam focus on 
Gender 1997 
World Bank (2000) Exploring the implications of the HI VIA IDS epidemic for 
Educational Planning in selected African Countries: The demographic Question. 
Washington, DC: AIDS Campaign Team for Africa (World Bank) 
World Bank (2002) Education and HIV/AIDS: A window of Hope. Washington. The 
International Bank of Reconstruction and DevelopmenU The World Bank. 
World Health Organisation (WHO) (1978). The Alma Ata Declaration. Geneva. World 
Health Organisation. Geneva, Switzerland. 
World Health Organisation (WHO (1986) Ottawa Charter for Health Education. WHO 
Geneva. 
355 
World Health Organisation (WHO) (1995). Global Programme on AIDS epidemic: 
Condoms promotion for AIDS prevention: A guide for policy makers managers and 
communicators. World Health Organisation, Geneva Switzerland. 
World Health Organisation (WHO) (2001). Promoting Condoms in clinics for sexually 
transmitted infections, Regional Office for the Western Pacific. 
World Health Organisation (WHO) (2003) Integrating Gender into HIVIAIDS 
programmes, Geneva: World Health Organisation 
World Health Organisation (WHO) (2004) Zambia: Summary Country profile for 
HIV/AIDS treatment scale up, Geneva Switzerland. 
Worth D, (1998) Sexual decision making and AIDS. Why Condom promotion among 
vulnerable women is likely to fail. Studies in Family Planning. 20(6):297-307 
Zambia National HIV/AIDS/STDITB Council (2000). National HIVIAIDSlSTDfTB 
Council, strategic framework, 2001-2003, Lusaka: National HIV/AIDS/STDITB Council. 
AIDS 
ARVs 
AVSC 
CBoH 
CSO 
DFID 
FGD 
FHI 
FP 
GRZ 
HIV 
IPPF 
IEC 
MCH 
MoH 
MoFED 
NGO 
MoCA 
MTCT 
PPAZ 
SAFAIDS 
SID 
STI 
TB 
UNICEF 
UNAIDS 
UNDP 
UNFPA 
VCT 
WHO 
YWCA 
ZDHS 
ZSBS 
ABBREVIA nONS 
Acquired Immune Deficiency Syndrome 
Anti retroviral drugs 
Association for Voluntary Surgical Contraception 
Central Board of Health 
Central Statistics Office 
Appendix 1 
Department for International Development (United Kingdom) 
Focus Group Discussion 
Family Health International 
Family Planning 
Government of the Republic of Zambia 
Human Immunodeficiency Virus 
International Planned Parenthood Federation 
Information Education and Communication 
Maternal and child health 
Ministry of Finance 
Ministry of Finance and Economic Development 
Non Governmental Organisation 
Ministry of Agriculture and Co-operatives 
Mother to Child Transmission 
Planned Parenthood Association of Zambia 
Southern Africa AIDS Information Dissemination Service 
Sexually Transmitted Disease 
Sexually Transmitted Infection 
Tuberculosis 
United Nations International Children's Emergency Fund 
United Nations Programme on HIV / AIDS 
United Nation Development Programme 
United Nations Fund For population Activities 
Voluntary Counseling and testing 
World Health Organisation 
Young Women Christian Association 
Zambia Demographic Health Survey 
Zambia Sexual Behaviour Study 
Appendix 2 
THE UNIVERSITY OF 
WA WICK 
TO WHOM IT MAY CONCERN: 
Dear Sir, Madam, 
RE: INTRODUCTION LETTER. 
This letter serves to introduce Mr. Clement Lumuel Sakala a research student in the School of 
Health and Social Studies at the University of Warwick, where he is studying for a PhD in 
Primary Health Care and Management. Clement works for the Planned Parenthood 
Association of Zambia and is in the country to conduct fieldwork for his research study. The 
conducting and writing up of his research topic is part of the requirement in fulfillment of the 
PhD programme. 
The topic for his research project is "Men and HIV/AID in heterosexual Marital 
relationships in rural Zambia: the study will be conducted as a case study in selected study 
sites in Petauke District in the Eastern province of Zambia. 
The aim of the study is to explore the Association between the social construction of 
masculinity and the risk of HIV I AIDS in heterosexual marital relationships in rural Zambia. 
It is focused on examining the connection between the wider social economic conditions and 
cultural context in rural communities and on how this intersects with the risk of HIV / AIDS in 
heterosexual marital relationships. Further, the study specifically explores the 
interconnections between domestic violence and HIV/AIDS transmission in marital 
relationships. In addition the study goes on to examine how dominant ideologies of 
masculinity are reflected in men's use of condoms as a measure of protection against the risk 
ofHIV/AIDS transmission in heterosexual marriages. 
Whi Ie primarily focused on men, the study will also seek information from manied women 
on men's attitudes HIV/AIDS risk taking behaviour amongst men in heterosexual man tal 
relationships. It is expected that the outcome of this study will contribute towards other 
efforts in Zambia in mitigating the further spread of the epidemic in Zambian rural 
communities. 
We will gratefully appreciate any assistance that you can provide to Clement in carrying out 
his fieldwork for the research project. 
Yours sincerely, Dr Hilary Heamshaw 
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There follows a letter from the Petuake Health Board 
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20th February 2003. 
-----........ - ______ i 
- .. --~ .... ,. - ____ .-.,. t 
Dr Hilary Hearnshaw, 
School of Health and Social studies 
University of Warwick. 
Coventry. 
roited Kingdom 
Dear Dr Hcarnshu\\. 
lOfEBlOO3 
This letter s~r\cs to contirm that \1r. Ckment Sakala a Doctoral Resean.:h Student in lh~ 
School of Health and Social Studies at the Cni\'crsilY of Warwick. ('O\·enlry. United 
Kingdom visited Petauke District ftJr the purpose of Data collection lor his research lllpic 
'Men and the risk of HIV infection in Heterosexual ;\larital Relationships' 
During the period of his stay. Mr Sakala intervic\\L'd a total of thirt) married mak 
respondents from four different sites. These were ~1umbi. Phamba/Zu/c and \tuzum;,t 
Villages. He in addition held focus group discussions with two groups of \\omt:n at 
Kaulu Primary School at Chief Kalindawalo' s palace and Ku\'umbe Primar: School. I W(l 
local female assistants assisted him to conduct the focus Group Discussions. 
Mr Sakala was accompanied all throughout the data collection exercise by 'Ir Vidor 
KamuJaza th~ District Reproducti n: Health and Fami Iy planning supen'isor \\ ho as~isted 
him in coordinating the research logistics and in gaining entr~ into the cllmmunillc:--
\lr Sdkala had a sllccessful data collection cxcn:isc and \\c wish him sU~t:C~:-, in hi:' 
studies. 
II 
r 
L 
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There follows a letter from the University of Zambia 
THE UNIVERSITY OF ZA\IBIA 
INSTITUTE OF ECONOMIC AND SOCIAL RESEARCH 
P.o. Box 30900 
Lusaka 
3rd October 2002 
The University of Warwick 
School of Health and Social Studies 
Centre for Primary Health Care Studies 
Coventry 
United Kingdom 
Att: Dr Hilary Hearnshaw 
Dear Dr Hearnshaw 
RE: MR CLEMENT LUMUEL SAKALA 
Tel: 29~ 1311294673 
Fa:<: 2942911253951 
E-Mail: l\L'iQR@l.1rnllt:l..Q]J 
This letter is meant to confirm that we received Mr. Clement Lumuel Sakala, your PhD 
student in Primary Health Care Management, who was conducting research for his 
study project on 'Men and the risk of HIV infection in heterosexual marital 
relationships in rural Zambia.' 
Mr. Sakala spent quite a lot of time in our Documentation and Information Centre, 
collecting data on various aspects related to his area of study. 
Our Centre stocks numerous research materials in the field of HIV/AIDS in addition to 
information in other areas of study. These documents provide a very good source for 
background data for undergraduate and post-graduate students as well as researchers. 
During his frequent visits, Mr. Sakala manageo to access many of these documents 
from which he was able to acquire the necessary data. 
You may be interested to know that on all occasions that he utilised the Centre. Mr 
Sakala displayed an admirably high sense of respect. enthusiasm and seriousness It 
was a source of much inspiration that we were able to work with him 
We wish i/1r Sakala success in h:s academi: p~:suits and look fc;rwa~d ... beir~ c; 
further assistance in future. 
Yours Sincerely 
~;,~hu-, /< . ..,u..t( 
-~. 
~i 
'I ~t· Li'~ 
Head 
Documentation and Information Centre 
ppendix 5: Photos from the fieldwork 
This is the view of communities where I conducted my 
field work for the study 
Sometimes this required contributing to local 
community work to repair the roads. 
The family which hosted me during the field work 
Sometimes the roads were impassable and 
bridges were washed away 
Sometimes it all seemed too impossible to con I U 
with the field work as the roads were impassabl 
An ntervlew In progress 
Some of the research assistants from the local district 
health management board who helped facilitate focus 
group discussions with women. 
Community members who met with me after the focus 
group discussion to express concern for HIV/AIDS in 
the community 
A community leader explains the impact of HIV on the 
community 
Focus group discussIon In progress 
The research assistants found time to ans r 
questions from women on HIV/AIDS In a rela 
environment after the focus group dIScuSSions 
Community member 
dunng he 
University of Warwick 
School of Health and Social Studies 
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INTERVIEW GUIDE FOR THE RESEARCH STUDY 0:\ 
'MEN AND HIV/AIDS IN HETEROSEXUAL MARITAL RELATIO~SHIPS I~ 
RURAL ZAMBIA: A CASE STUDY OF PETAlJKE DISTRICT' . 
01 QUESTIONNAIRE IDENTIFICATION NUMBER D D 
02 DISTRICT 
03 VILLAGE 
04 SITE 
Introduction: My name is Clement Sakala, I work for the Planned Parenthood 
Association of Zambia. I am presently studying at the University of Warwick, in 
Coventry in the United Kingdom where I am reading for a research Degree in Primary 
Health Care Management. The topic for my research is 'Men and HIV/AIDS in 
heterosexual marital relationships in rural Zambia: a case study of Petauke 
district' 
The aim of the study is to explore the association between the social construction of 
masculinity and the risk of HIV in heterosexual marital relationships in rural Zambia. 
It is further concerned with exploring issues around gender, power relations, and 
men's sexual behaviour with the view to understanding some of the dominant factors 
and influences that enhance and hinder some men from protecting themselves and 
their partners form the risk of HIV infection. 
While primarily focused on men, I will also be collecting information from two mixed 
group of married and divorced women and those separated (in and from heterosexual 
marital relationships) on their perceptions and experiences of men's attitude and 
sexual health behaviour with regard to the risk of HIV in heterosexual marital 
relationships. 
1 am glad that you have spared your time from your other commitments to attend ~is 
exercise. Please be assured that your presence here is very important and evcry thmg 
you say will be treated in confidence. 
In this interview, I will be interested in all ideas, comments and suggestions that you 
can ofTer. There are no right or wrong answers in this interview. All commcn.ts a~c 
welcome and will be greatly appreciated. The information that I ~m c~llectmg IS 
intended to help better understand men's sexual health and bcha\,lo~r 10, ordcr to 
design and develop better programs aimed at addressing the problem of HI\- AIDS tn 
heterosexual marital relationships. 
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Confidentiality and consent: 
I am going to ask you some very personal questions that some people may find 
difficult to answer. Your answers are completely confidential. Your name \\il1 not ht: 
written on this form and will never be used in connection with any information that 
you tell me. You do not have to answer any questions that you do not want to answer 
and you may end the interview at any time that you want to. However, your honest 
answers will help me to better understand what men thi~ say and do in regard to 
their health and sexual behaviour. I am in this discussion only talking to women in 
heterosexual marital relationships, those who are separated or divorced. Do you 
qualify? 
The interview will take about two hours and I will record the interviews using a tape 
recorder for a detailed analysis at a later stage. Would you be willing to participate? 
(Signature of interviewer certifying that informed consent has been given verbally by 
respondent) 
Interviewer Visit 
Visit 1 Visit 2 Visit 3 
Date 
Interviewer 
Result 
Result codes: Completed 1; Respondent not available 2; Refused 3;Partially 
completed 4; Not completed due to Language 5; Other 6; 
05 INTERVIEWER NAME 
06 DATE INTERVIEW / / 
07 LANGUAGE USED 
(All information will be explained in the local language) 
SECTION 1: SCREENER 
1. SOCIAL DEMOGRAPHIC PARAMETERS 
• 0 0 0 0 d screener to ensure that the The questions ID this section Will be use as a . 
o 0 JOf d conform to the de~lred participants to the focus group diSCUSSions qua I y an 
characteristics. 
1.1 Occupation. 
a) What type of job do you do'? 
1. 
2. 
3. 
-f, 
5. 
\ppendi\ 6 
•••• .. ••• .. •••••••••••• •••••• 0 ••••• 0 
•••••••••••••••••••••••• •••••• 0 •• 0 
. ................................ . 
.................................................... 
.. ....................................................... . 
1.2 Education 
a) Primary 
b) Secondary 
c) College 
d) University 
1. Ha\'e you ever attended fonnal ~(hool 
1.2 Yes if:\o skip question l,_~ 
1.3 \Vhat highest Ien~1 of education did \O~l 
complete? 
1.3 ;\ I arital Status 
1.3.1 ''''hat is your marital status. are you mar-ril'd. "idO\\l'd, 
divorced or separated. 
a) \ larricd 
b) Widowed 
c) Divorced 
d) Separated 
1.3.2 For how long have you been: 
a) One - t \\0 ycars 
h) T\\l) - three vcars 
c) Thrce - FOllr Years 
d) FOllr - Fi \c ycars 
L') Fivc - Six \cars 
a) One - two ycars 
h) 1\\0 three \cars 
c) Threc - Four Years 
d) Four - Fi \e \cars 
e) Fi\c - SI\ \'l'arS 
:\Iarried'? 
\Yidowed '! 
Dhorced ': 
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a) One - two years 
b) Two - three years 
c) Three - Four Years 
d) Four - Five years 
e) Five - Six years 
Separated? 
a) One - two years 
b) Two - three years 
c) Three - Four Years 
d) Four - Five years 
e) Five - Six years 
1.4 Religion 
1.4.1 What is your religion? 
a) Church of God 
b) Apostolic 
c) Muslim 
d) Seventh Watchtower 
e) Catholic 
f) Church of Day Adventist 
g) No religion 
h) Other (specify ............................................. ) 
1.4.2 How old are you? 
a) .......................... . 
b) Don't know 
c) If year of birth is not known, can you tell me any important event/famous event 
that occurred during the year you were born 
d) List events: 
I. 
II. 
III. 
....................................... 
....................................... 
. ..................................... . 
I. The next questions ask about individual, societal and institutional facton 
which innuence the social construction of maSCUlinity in heterosexual marital 
rela tionsh ips 
a) How would you describe a man and what are the factors that influence 
male behaviour and attitudes in this community. 
b) What role and responsibilities do men play in heterosexual marital 
relatl'onshl'ps'" . . .................... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. ~ .. 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . ,. .......... . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
\ppendi\ b 
· ........................................................................................ . 
.................................. 0 .................. 
0 
.......... 
0 
............ . 
.. ....................... . 
............................................. . 
•••• 0 •••••••• 
0 
•• 
0 
.................. 
0 
••••••••• - •••• 
••••••••••• ,. •• ,..,. ••• ,. ••••••• ,. •••••••••••••••••••••• 0 ••••• 
0 
•• 
0 
..................... 
0 
........ . 
c) What are the reasons that cause men to assume 'hl's r)1 >' h I 
't lIt' h' ? . t l: 10 clL'rosc\ UJ man a re a IOns IpS. 
··················,.·,.·,.·············· •••••••••• 00 ••••• 
•••••• •• 0 ••••••••••• 0 ••••• 0 •• 
•••••••••••••••• .. ••••••••••••••••••• •••••••••• ,..0 •••••••••••••••••• 
....................... .. 
• ...... •••• .... • ........ ••• .. • .... • .. • .. •••• ......................... 0 ............................................... . 
.............. 0 ••••••••••••••••••• 0 ••••••• o. 0.0. 0 •••••• 
00 
••••••••• 
0
,. •• 0 ••••••••••• 
0
• 0" •••• 
•••••• 0 •• 0 ••••••••••••••••••••• 00.000 •••••••• 0 •• 00 ••••••••• 0 •••• ,. 0 ••••• 
00 
•• 
0 
•••••••••• 0 •• 0 
• 0 •••••• 0 •••••• 0
0 
••••• 0 0 •••••••••• 000 •• 0 0 •••••••••••••••••••• 
0 
••• 
0 
•••••••• 
0
•
0 
•••••• 0 •••••• 
•••••••••••••• 0 ••• 
0 
•••••• 00 ••••••••• 0 • 00 0 •••• 000.0 ••••••• ,.,. •• 00. 0.0.0 
d) What do you think are the individual reasons that cau~e men to pl.l\ this 
role? . 
••••••••••••••••••••••• 00 ••• 00 •••••• 0 •••• 0 •• 0 ••• 00 •••• o. 0 0 00 •••••• 0 ........................ . 
••••••••••••••••••• 0 •• 00.00 •• 000.00000 ••••• 0 ••••• 0 ••••• 0 ••••••••••••••• 
0 
................ 0 •• 
• 0 •••• 0 ••• 0 •• 0 •• 0.00 •••• 0 •• 0 0 0 •••• 0 ••••• 0 •••• 0 •• 0 ••• 00 •• 0 ••••••••••••••••••••• 
0 
•••••••• " •• 
• 0 •••••••••••• 00. 0 •• 000 ••••• 0 •••••••••••••••••••••••• 0 •••••• 00000.00.0 ••• 0 00 •••••••• 00 •••• 
• 0 ••• 0000.00.0 •••• 0 ••••••• 0 ••••••••• 0 •••••••••••• 0 •• 0 0.0 ....................... 0 .... 0 •••••• 0 
••••••••• 0 •••• 0 •••••••••••• 0.00 •••••••• 0. 0 •• 0 ••• 0. 0 ••• 0 •••••••••••••••• 000. 00 •• 0 •••• 0 ••••• 
........ 0 •• 0 ••••••••• 0.0 •• 0 •••• 0 ••••••••• 0.0 ••••• 0 ... 0 ••• 0 ............ 0 .................. 0 .... 0 
e) What are some of the societal reasons that influcnce men tIl play tltis 
role'.', .................................................................................. . 
•••• 0 •••••• 0 ............ 0 •••• 0 •••••••• 0 ••• 00.0 .... 0 .......................................... . 
0.' 0 ••••••••••••••• 0.0 ••••••••••••• 0.00.0 ••••••••••• 0 •• 0 ................ 0 •••••• 0 ••• 0 • 0 ••••• 
••• 0 •• 0. 0 ••• 0 ••••• 00.0 ••• 0 ............ 0 ••••••••••• 00 •• 0 ........ 0 ••••••••••• 0 • 0 0 ... 0 •• 0 ••• 0 
t) \\'hat are some of the institutional factors thc influcnce men to pla~ thiS 
role 
••• 0 ••• 0. 0 •••••••• 0 ••• 00.0 ••••• 0 ............... 0 .... 0 •• 0 •••• 00 ... 0 ••• 0 ••• 0 •••• 0 •••••• ••••••• 
••••••••• 0.0 •••• 0.0 .... 
0 
••••• 0 ••••• 0 ........ 0 •• 0 ........... 0 ... 0 ••••••••• 
0 
••••• 
0 
•••••••••• 
•• 0" 0 0" 0 ••••••••••• 0 ••••••••• 0 ••• 0 ••••••• 0000. 0 •••••••••••••••••• 
0 
••••• 
0 
•••••••••••••••• 
•• 0 •••••••• 00 ••••••••• 0" 0 ••••••••• 0 ••••••••••• 0 ......... 0 .................. 0 ............... 
0 
••• 
••••••••• 0 •••••••••••••• 
00 
••• 
0 
••••••• 0.00 ••••••• 0 • 0 ....................... 0 ••••••••• 0 .... 00 •• 
............... 0.0 •••••••• 0 •• 
0 
••• 0 •• 0 ••••••••••• 0 ••••• 0 •••• 00 ••••••• 0 ••••••••• 
~) Do you thi nk that poverty that many people in mantal n:lallonshlp" 
. . .. , al h "11'l' anJ hdnvlOur tn L'\PLTIL'l1l'L' has an mtluence on men ~L\U c.:. I. I • 
marital n:lation~hip" and 110\\ doL'S this 
tl((Ur'), •.•••••....... , ..•••.......•• ···•·••••···••••· .••..•....•••••.... 
•••••••• , .................... 0 0.0 ••••••• •••••••••••••••••••• .. ••••••••••••• 
•• 0. 0 •••••••••••••••••••••••••••• 0 •• 0 ........ 
0 
••••••••••••••• 
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· ........................................................................................................ .. 
.. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. 
.. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. 
.. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. 
h) What is the community opinion of a man who does not meet the 
expectations of the perceived role that you described in the first 
. ? questIon .................................................... . 
............ ......... ........... . 
.. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. 
.............................................................................................................. ........... ... ...... .... .. 
.. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. . .. . .. . . . .. . . . . . . .. . .. .. . .. .. . 
· ............................................................................................................ . 
· .................................................................................................... .. 
i) Do you in your opinion think that this is a proper role that men should play 
in heterosexual marital relationships and why? 
.................................................................................................... 
......................................................................... ............. ... . 
............................................................................... ...... ....... .. 
· ......................................................................................... . 
2. Tbe next questions aim to explore the association between tbe social 
construction of masculinity and the risk of HIV transmission in beterosexual 
marital relationships? 
a) Would you know if some men in this community have a sexual relationship 
with other women other than their marital 
partner .................................................. ································· . 
•.•••.•••••...•..•••...•..••..••.....•......•...•.•..•...•...............•................... 
•.•••••••••..••.•.•.•.•.•.•...•.....••.....................•......................•.......... 
••••••...•.••..•.•...••..••.•••.....•.....•....•..•........................••..•..•.•....•... 
..................................................................................................... .. 
.. . . . . . . . . . . . . . . . . . . . . . .. . .. . . . . . . . .. . . . . . . . . . . . . . . . .. . .. . . . . .. . . . . . . .. . . . .. . . . . .. . . . . . . .. .. . . . .. . .. . . .. . .. .. .. 
.......................................................................................... ........... .. 
· ................................................. .. 
b) With whom do they usually have a sexual relationship 
WIth ...................................................................................... . 
.. . .. .. . . . .. .. . . . . . .. .. .. . .. .. . .. . . .. . . . . . . .. .. .. . .. .. .. .. . .. .. .. .. .. . . .. .. . . . .. .. . .. .. .. . .. .. . . .. .. . .. . . .. .. . . . .. . . .. .. .. .. . . . . .. . . .. .. . .. . 
· ......................................................................................................................................... . 
.. .. .. . .. .. .. .. . . .. .. .. .. .. .. .. . . .. .. . . .. .. . . . . .. . .. . . .. . . .. . . . . . . . . . . . . . . . . . . .. . . . . . . .. .. . . . . . . . . . . . . .. .. . .. .. . .. . . .. .. .. .. .. .. . 
· ...................................................................................................................................... .. 
· ................................................................................................................................................. . 
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.................................................................................................................................................... 
.. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. 
c) Why do they have a sexual relationship 
d) How many sexual partners do men normally have in this 
community ......................... . 
.......................................................... ... ..... ....... . 
.. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. 
.. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. 
.................................................................................................................. • • •• oo ........ . 
.................................................................. ......... ....................................... ........ .... . 
......................................................................... ...... ...... ...... . 
....................................................... ............................... ... . 
e) What do other men think of a man that does not have a sexual relationship 
with another sexual partner other the 
wife .................................................................................... 
.................................................................................... ... .... 
••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••• & •••••• 
......................................................................... ....... ......... . 
................................................................. ..... ............. ...... . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . 
.................................................................................. .... .... 
3. The next questions aim at ascertaining married men '5 men knowledge aad 
perceived risk of HIV infection in heterosexual marital relationships. 
a) Have you ever heard of HIV infection and what do you understand by the 
term ................................................................................... . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
................................................................ .................. ....... . 
.................................................................................. ....... . 
............................................ ................................... .......... . 
b) Have you ever heard of AIDS and what do you understand by the term 
? ..................................................................................... . 
........................................................................................ .. 
..................................................................................... ..... 
................................................................................... ...... . 
........................................................................................ .. 
................................................................................ ......... . 
• •••••••••••••••••••••••••••••••••••••••••••••••••••••••••••• & ............................ . 
c) What is the difference between being infected by HIV and having AIDS 
? ..................................................................................... . 
· ........................................................................................ . 
· ........................................................................................ . 
· .......................................................................................... . 
.\ppendi\ h 
............................................................................................................................................................. 
d) Do men know that they can catch an infection from an infected s-:xual 
partner 
? 
.. ..................................................................................................................................................................... 
............................................................................................................................................................................. .. 
................................................................................................................................................................... .. 
.................................................................................................................................................. ...................... .. 
.................................................................................................................................. ................. ................. .. 
e) Do men know that they can pass on the HIV infection to their wi\ l'~ allJ 
partner 
') 
••••••••• IO •••• •••••••••••••••••••••••••••••••••••••••••••• 0 ••••• 0 •• 0 ••••••••••••••••• 0 
•• 
••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••• IO •••••••••••••••••••• 
••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••• ••••••••• 0 •••••••••••••••• • 
••••••••••••••••••• IO •••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••• 
...................................................................................... .... 
1) What do men do to avoid catching the HI\, infection from their ~l'\ u.d 
partners 
? 
. ....................................................................................... 
••••••••••••••••••••••••••••••••••••••••••• 0 •••••••• o. 0 ••• 0 0 ••• 0 •• 0 •••••••• 000 •• 0 •• 0.0.0 •• 
••••••••• 00.00 •• 0 0 ••• 0 •••• 0 ••• 0 •• 0 •••• 0 ••• 00 •••••••• 0 •• 0000.0 •• 00 •••••••• 0. 0 •••••••••• •••• 
g) What are the local beliefs associated with ha\ing 
HIV / AIDS'? .......................................... ································ 
•• 0 ••••• 0 •• 000 •••• 0.0 •• 0. 0" 0 0 0 ••••••••• 000 •• 0.0 •••••••••••••• 000 ••••• 0 ••••••• 0 •••• 00' 0 ••• 
0 ••• 000 •••••••••• 0 0.0 •••• 0 ••••••••• 0 ••••• 0 •••••••••• 00.0 •• 00 ••• 0 •••••• 0 ••••••• 0.0 ••• 0 ••••• 
••••••••••••••• 00 ••••••••••••••••••••••••• 0 •• 0 •••••••• 0 ••••• 0 ••••• 0 •• 0 •• 00 •••• 0 •••••••• 0 •• 
•••••• 0 •• 0 •••••••••••• 0 ••••• 0. 0" 0 ••••• 0 ••••• 000 •••••• 00.0.0.0 ••••••• 0.0 •• 0000 ••••••••• 0 •• 
•••••• 0" o. 0 •••••••• 0.0.00 ••••• 0 ••• 00. 000000 ••••••••••• 00 ••• 
h) Do you know of any safe practices that a man can usc in prc\,l'l1ttng III V 
infection in a marital 
relationship'? .. , ................................... ································ . 
••• 0 •••••••••••••••••• 000.000 •••••• 00 ••••••••••••• 0 ••••••••••••••••••• 0.0 ••• 0.00.0 •• •••••· 
•••••••••••••••• 00 ••• 0.0 ••••••••••••••• 0 ••• 0 ••••• 00 ••••••••••••••••• 00.00 ••••• 0. ,0' 0 •• •••• 
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(,O~CLLSION 
Thank you very much for the time that you have spent with me and in 
discussing the issues, which were raised in this discussion, Do you have any 
other infonnation pertaining to the subject of this discussion \\ hid1 ytH! fed is 
important that I should know about? 
University of Warwick 
School of Health and Social Studies 
FOCUS GROUP GUIDE 
FOR WOMEN 
RESEARCH TOPIC 
· · rr- -- -. 
'MEN AND HIV / AIDS IN HETEROSEXUAL MARlT AL RELA TIO~SHIPS I~ 
RURAL ZAMBIA: A CASESTUDY OF PET AUE DISTRICT' 
01 DISTRICT 
02 VILLAGE 
03 SITE 
04 DATE FOCUS GROUP DISCUSSION HELD 
05 NUMBER OF PARTICIPANTS 
06 DESCRIPTION OF GROUP 
Introduction: My name is ............ , I and my colleague's is ...................... and 
she will be taking notes in the course of the discussion. We are both research 
assistants working with Mr Clement Sakala who works for the Planned Parenthood 
Association of Zambia and is conducting a study in this community to explore the 
association between the social construction of masculinity and the risk of HIV in 
heterosexual marital relationships in rural Zambia. The study is further concerned 
with exploring issues around gender and power relations, men's sexual behaviour and 
factors that influence to be at risk of catching AIDS and passing it on to their marital 
partners in heterosexual marital relations. 
The topic for which the data is being collected is 'Men and HIV/AIDS in 
Heterosexual Marital relationships in Rural Zambia'. The study is being carned 
out in selected study sites in Petauke district. 
All through out the study we shall be interested in obtaining information that will, help 
to understand some of the dominant factors and influences that enhance and hanJcr 
some men from protecting themselves and their partners in marriage fwm the risk of 
HIV infection. 
We are glad that you have spared your time from your other cO~lmitments to att~nJ 
this exercise. Please be assured that your presence here is vcry Important and e\er) 
thing you say will be treated in confidence. 
Dun'ng this discussion we shall be interested in all ideas comments and suo t' 
, ' eges II.'ns 
that you can offer, There ru:e no nght or wrong answers in this interview. All 
comments are welcome and wIll be greatly appreciated. 
Confidentiality and consent: 
I am going to ask you some very personal questions that some people rna\' find 
difficult to answer. Your answers will be kept completely confidential. Your' name 
will not be written on this form and will never be used in connection \\ith an\" 
information that you tell me, You do not have to answer any questions that YOU do nt;t 
want to answer and you may end the interview at any time that you want to" However. 
your honest answers will help us to better understand what men think. say and do in 
regard to their health and HIV / AIDS risk taking sexual behaviour. 
The interview will take about two hours to ask question and I will record the 
interviews using a tape recorder for a detailed analysis at a later stage. Would you be 
willing to participate? 
(Signature of interviewer certifying that informed 
Consent has been given verbally by respondent) 
07 FACILITATORS NAME 
08 RECORDERS NAME 
09 LANGUAGE USED 
(All information will be explained in the local Language) 
SECTION 1: SCREENER 
I. SOCIAL DEMOGRAPHIC PARAMETERS 
The questions in this section will be used as a screener to ensure tbat. tbe 
, , . ' I'Cy d conform to the deSired participants to the focus group diSCUSSIOns qua I an 
characteristics. 
1.1 Occupation. 
a) . ') What is your occupatIOn. 
1. 
.., 
.... 
3. 
4, 
5, 
.................................. 
.................................. 
0 ••••• ••••••••••••• • 
. ............ . 
................................... 
.................................. 
1.2 Education 
1. Ha\e you e\er attended f, 'rmal slhool 
1.2 Yes if:-; 0 skip question 1. 3 
1.3 What highest Ie\ d of l'du(Jti"T1 Jid ~ou 
complete? 
a) Primary 
b) Secondary 
c) College 
d) University 
1.3 Marital Status 
1.3.1 What is your marital stahl .... arc YOU marril'd. \\ idem rd. 
divorced or separated. 
a) \ tarried 
b) \\'idowed 
c) Divorced 
d) Separated 
1.3.2 For how long have you been: 
l\ I a rried '? 
a) One - t\\O years 
b) Two - three years 
c) Three - Four Years 
d ) Four - Fi\'t~ ycars 
c) Fi\'t~ - Six years 
\\'idowed'! 
a) One - twu years 
b) T\\l) - three years 
c) Three - Four Years 
d) Four - Fi\'c years 
e) Fi\'e - Six years 
Din)rced '! 
a) One -t\\(,years 
h) l\\l) ~- three years 
c) Three - FlHlr Years 
d) hHlr - Fi\e :l',:r..; 
e) h\l' ~ix years 
.. 
• 
Separated? 
a) One - two years 
b) Two - three years 
c) Three - Four Years 
d) Four - Five years 
e) Five - Six years 
1.4 Religion 
1.4.1 What is your religion? 
a) Church of God 
b) Apostolic 
c) Muslim 
d) Seventh Watchtower 
e) Catholic 
f) Church of Day Adventist 
g) No religion 
h) Other (specify ............................................. ) 
1.4.2 How old are you? 
a) .......................... . 
b) 
c) 
Don't know 
!f year of birth is not known, can you tell me any 
Important event/famous event that occurred during the 
year you were born 
d) List events: 
I. 
II. 
III. 
....................................... 
. ..................................... . 
. ..................................... . 
SECTION TWO: Question Guide 
(The following questions will not necessary be asked in the order of the 
progression of the Focus Group Discussion. The questions listed here are 
intended to provide as a guideline for the focus group discussion and the now of 
the discussion will be determined by the response. Thus the questions listed 
below will serve as a reminder of the issues to be raised and all the questions "'ill 
be followed by a series of probing questions to exhaust the direction of enquiry) 
1. The next series of questions are intended to enlist responses on the 
social construction of masculini~' and gender relationship. 
a. What would you describe to be some of the attributes 
associated with being a man in this community? 
b. What do you think influences and shapes male attitudes and 
behaviour? 
2. The next series of questions are intended to enlist responses on 
participant knowledge and awareness levels of the risk of 
HIV / AIDS infection. 
a. What do you know about HIV / AIDS and How it is spread 
b. Are there anyways you might be personally at risk 
c. Why do you think you are at risk and what measures do you 
take to protect yourself 
2.2 Risk of catching DIV/AIDS 
a. Have you ever considered that your marital partner was at risk 
of catching AIDS? 
b. What would be your response to such a risk? 
c. Do you discuss the risk of HIV in your marital relationship and 
what is the response of your husband? 
3. The next series of questions are aimed at obtaining information 
regarding Husbands sexual behaviour in heterosexual marital 
relationships 
a) Some husbands may have (had) more than one sexual 
relationship; it would be very helpful if you could share some 
of your experience of this with me. 
b) Could I just ask if you have had this sort of experience? 
c) What are the reason do you think that your husband has had 
more than one sexual relationship? 
d) With whom do you think that he has had an extra marital 
sexual relationship (commercial sex worker. girl friend etc) 
6. The next series of questions are aimed at obtaining information on 
some of the dominant social cultural factors that cause men to 
have sex outside marriage which places them at a risk of catching 
HIV and in turn pass it on to their regular partners in a 
heterosexual marital relationship. 
5 
a. Would you know of any dominant social cultural factors 
that cause men in this community to have another sexual 
partner outside marriage? 
b. 'Yhat. do you ~ c~n be done for men to appreciate the 
nsks lnvolved In havmg sex outside marriage which might 
lead to passing on the infection to their marital partners? 
3. The n~xt series of questions are intended to enlist responses on the 
experience of domestic violence in marital relationships and on 
how this intersects with the risk of HIV/AIDS. 
a. How common are the incidences of domestic violence in 
this community? 
b. How many amongst us (study participants in the focus 
group discussions) have ever experienced domestic 
violence. 
c. How often has this happened? 
d. What are the common causes of domestic violence? 
2.3 Experience of sexual violence as a risk factor 
a. Have you ever experienced the threat of violence or actual 
violence which has caused you to participate in a sexual 
relationship which you thought exposed you to the risk of HIV 
4. The next series of questions are intended to explore information 
about the use of condoms in addressing the risk of "IV infection in 
heterosexual marital relationships. 
a) We know that using a condom is not necessarily 
straightforward. It would be very helpful if you could share 
with me what you think about using condoms and also what it 
was like in your experience if you have ever tried 
b) Have you ever discussed the use of a condom with your 
husband 
c) What was the reason for having discussed the use of a condom 
d) Do you use a condom in your marital relationship and if yes 
why and ifnot why not. 
4 The next series of question are intended to enlist information 
regarding current Health promotion acth'ities and tbe extent to 
6 
which the activities are focussed on promoting male involvement 
and participation in HIV/AIDS prevention. 
a) Many programmes are carried out to educate or sensitise people 
on the risk of HI VIA IDS, what is your opinion of such 
programmes? 
b) Do you think that these programmes are effective 
c) Do the programmes give information about the risk for men 
and the risks for women and for married couples 
d) How do you feel about such programmes? 
1.2 Behavioural change 
a) Do you think you or your husband has changed your 
behaviour or his sexual behaviour because of the various 
educational programmes on HIV I AIDS and understanding 
the risks 
CONCLUSION 
Thank you very much for the time that you have spent with me and in 
discussing the issues, which were raised in this discussion. Do you have any 
other information pertaining to the subject of this discussion which you feel is 
important that I should know about? 
